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This report is an outcome of a larger civil society initiative led by CommonHealth to which several civil 
society and community based organizations and networks have contributed. Given below is a brief 
introduction to each of these organizations (in alphabetical order). 


# 


Amhi Amchya Aarogyasathi: 'We for our Health’ is an integrated rural development organization 
working in Gadchiroli District of Maharashtra since 1980. Founder members of the organization were 
active member in 'Chhatra Yuva Sangharsha Vahini'(CYSV), a youth organization established by Jay 
Prakash Narayan to struggle for fulfilling the dream of Entirety or Total Revolution. The founder 
members began by addressing landholding and land encroachmentrights issue and implementation of 
employment guarantee scheme (EGS) in northern Gadchiroli district. Further the group of founder 
members decided to concentrate in constructive work in the field of their individual interest. They 
adopted 'registered society’ form in 1984. Dr. Gogulwar, one of the founder members, is inspired by 
Vinoba's perspective on addressing health problems in its 'wholeness of life' and not merely 
administering medicines. He was interested in constructive work for ‘health revolution' by addressing 
livelihood, water, etc. comprising wholeness of life. Methodology chosen was ‘let's find our own 
way.' Hence thename'Amhi Amchya Arogya Saathi.' 


ANANDI: Area Networking and Development Initiatives has been working in four districts of 
Gujarat with over 7000 poor rural women from low income groups such as the tribals, migrant 
families, salt pan workers, marginal farmers, farm and construction labour and the fishing 
community. ANANDI organizes these women in collectives to become active agents of change to 
improve their living conditions and develop sustainable livelihoods and work towards changing the 
nature and direction of systemic forces which marginalize women. The impact of the organization's 
work can be seen in terms of increased participation of women in leadership roles as well as in the 
overall improvement in the living conditions of their communities. ANANDI has also been working 
on promoting social accountability for maternal health. 


ARTH: Action Research and Training for Health is a private, non-profit, research and training 
organization that was established by a group of professionals in 1997 with the intent to contribute to 
the improvement of the health status of underprivileged communities in India. ARTH focuses on the 
health needs of marginalized rural and urban slum inhabitants, as well as on those of vulnerable 
groups like adolescents, women, migrants and unorganized labour. ARTH's mission is to help 
communities access and manage health care according to their needs and capacity, by using research 
and training initiatives. The programme areas that ARTH works on are: sexual and reproductive 
health, neonatal and child health and health systems and policy. 


ASHA, West Bengal: Association for Social and Health Advancement (ASHA) is a non-profit, non- 
political, non-governmental organization which has been working to improve the socio-economic 
and health status of disadvantaged rural and urban communities since 1998. ASHA implements 
development initiatives in socio-economic and health sectors and also acts as a technical support 
agency for other organizations and institutions and collaborates with both Government and Non 
Governmental agencies. Support provided includes training, action research and evaluation 
exercises as well as advocacy and networking. ASHA primarily works with women, adolescents and 


; inoriti uled tribes and 
children belonging to vulnerable and marginalized populations like noo ee ae 
scheduled castes and has been era re wpAtinec25h Ma te nescatan aan 
hard-to reach areas of Murshidabad, Bankura, Purulia an : preneieonates 
| ; of Kolkata. ASHA recognizes that the empowerment of women Is a precone n tc 
Sloat and pledges action to achieve equality between men and women. a _ ae ces 
adopted the primary health care approach, which puts people at the centre o ca Cc : ail 
ASHA works in close co-operation with Central and State government agencies as well as : 
agencies, INGOs and national NGOs. ASHA is also a founding member and currently steering 


committee member of NAMHHR. 


CEHAT: Centre for Enquiry into Health and Allied Themes is the research centre of Anusandhan 
Trust. The organization is involved in research, training, service and advocacy on health and allied 
themes. CEHAT's aim is to do socially relevant and rigorous academic health research and health 
action for the well-being of the disadvantaged masses, for strengthening people's health movements 
and for realizing right to health and health care. CEHAT acts as an interface between progressive 
people's movements and academia. The strategies are: to undertake socially relevant research and 
advocacy projects on various socio-political aspects of health, establish direct services and 
programmes to demonstrate how health services can be made accessible, equitably and ethically, and 
disseminate information through databases and relevant publications. CEHAT has been working ona 
range of maternal health issues, including safe abortion for anumber of years. 


CHETNA: Centre for Health Education, Training and Nutrition Awareness, is a non-government 
support organization based in Ahmedabad, Gujarat. Established in 1980, CHETNA addresses issues 
of women's health and development in different stages of their lives from a ‘rights’ perspective. 
CHETNA supports government and Non-Government Organizations through building the 
management capacities of educationists/health practitioners/ supervisors/ managers enabling them to 
implement their programmes related to children, young people and women froma holistic and gender 
perspective and advocate for people centred policies. CHETNA's core activities are capacity 
building, forging partnership at local, regional and national level. CHETNA also does advocacy, 


development and dissemination of materials. CHETNA works primarily in Gujarat and Rajasthan 
states. 


CommonHealth: Coalition for Maternal-Neonatal Health and Safe Abortion is a multi-state 
coalition of organizations and individuals in India committed to drawing attention to the 
unacceptably high levels of maternal and neonatal mortality, poor access to safe abortion services and 
less-than-optimal quality and lack of affordability of maternal-neonatal health and safe abortion 
bt CommonHealth seeks to bring voices from diverse constituencies to influence discourse at 
the national level. These constituencies are diverse not only geographically but also in terms of 
different areas of expertise and focus such as health care providers, public health researchers, non- 
esata organizations, research and service delivery organizations, human rights lawyers, 

Ctivists, public sector Programme managers etc. Formed in 2006, the Coalition is steered 


by a Steerin oe ;, 
=n g Committee of individuals with considerable expertise in one or more of the three 
te areas: maternal health. safe abortion and neonatal health. 
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Gramin Punarniran Sansthan (GPS) was founded on | 0th December 1992 on World Human Rights 
Day by eleven socially committed youth in Atraulia block of Azamgarh district, Uttar Pradesh. GPS 
has focused its work on rural women and helped them form Self Help Groups/CBO. The groups have 
taken up several local issues and the activities have enabled the women to improve their livelihoods. 
GPS has a strong presence in the community and works on the issue of women's right to food, right to 
work, right to health and Gram Sabha awareness, and initiative on local issue like dalit rights. GPS has 
been promoting social accountability for maternal health rights. 


Jan Swasthya Sahayog: Jan Swasthya Sahyog (JSS) is a voluntary, non-profit, registered society of 
health professionals running a low-cost, effective, health programme providing both preventive and 
curative services for the past 14 years to people from the tribal and rural areas of Bilaspur, 
Chhattisgarh through a community health programme and a rural health centre, which includes a 
hospital. The community health programme has provided extremely low cost care to patients drawn 
from more than 2500 villages (approximate population 10 lacs)/towns of Chhattisgarh as well as 
adjoining districts of eastern Madhya Pradesh and has emerged as a centre for low cost, but good 
quality comprehensive medical, surgical and obstetric care in the region. The inpatient services with 
70 beds and an operation theatre complex has provided high-quality surgical services. At the same 
time, through the village-based programme covering 45000 people in 70 villages, it has been able to 
implement primary health care in its detail and spirit, and in the process draw lessons for the country's 
marginalized rural population. JSS also runs an Auxiliary Nurse Midwife and General Nurse Midwife 
training school and have run training courses for village as well as mid-level health workers. Over the 
past few years, JSS has been a Technical Resource Group for the Government of Chhattisgarh, the 
Planning Commission, and several other agencies. JSS has also tried to advocate in select fora for 
important public health problems like falciparum malaria, hunger and health, price control of 
essential drugs and under-3 malnutrition. 


National Alliance for Maternal Health and Human Rights: NAMHHR was started in January 
2010. Several civil society organizations from seven states of India got together and agreed on the 
need to strengthen maternal health as an issue of women's human rights given the sheer scale of the 
problem of preventable maternal deaths in India. The group recognizes that there is an urgent need for 
women's organizations, health organizations, groups working on law and human rights, and mass- 
based organizations to use rights-based strategies to build greater accountability for these thousands 
of preventable deaths among women in India. | 


Oxfam India: Oxfam India is a rights-based organization that fights poverty and injustice by linking 
grassroots programming (through partner NGOs) to local, national and global advocacy and policy- 
making. Oxfam India's vision is to create a more equal, just, and sustainable world. The overarching 
vision of Oxfam India is 'right to life with dignity for all.' Oxfam India fulfils its vision by empowering 
the poor and marginalized to demand their rights, engaging the non poor to become active and 
supportive citizens, advocating for an effective and accountable state and making markets work for 
poor and marginalized people. Oxfam India works in partnership with over 130 grassroots NGOs in 
seven states: Assam, Bihar, Chattisgarh, J harkhand, Orissa, Uttar Pradesh and Uttarakhand and four 
social groups: dalits, tribals, Muslims, and women( Since 2012 Oxfam India has been working with 
local partners in six states on improving maternal hedJth care through community monitoring. 
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dodara, Gujarat was founded in I 984 with an idea 


Society f atives based in Va one 
SAHAJ: Society for Health Altern cons interested in doing original work in 


: idi ortive ¢ ‘acilitati here to pe 
of providing a supportive and facilitative atmosp nn 
edi of health and development. The common strand of all work of SAHAJ has been a consciou 


ized and deprived communities, with an attempt to make a practical difference in 


‘OC inal 
focus on marg urban poor on issues related to 


king with the 
eople's lives and social processes. SAHAJ has been wor 7 . 
‘aia Rights, Right to Shelter, Sexual and Reproductive Health and Rights, Women's Health and 


Adolescents' Rights. With partners in five districts SAHAJ has been promoting social accountability 


for Maternal Health and Adolescents’ Rights. 


SAHAYOG: isa non-profit voluntary organisation working to promote gender equality and women's 
health from a human rights framework since 1992. Its key activities include advocacy and 
strengthening partnerships. SAHAYOG works closely with a select group of district partner 
organisations within UP to provide technical support and build capacities on gender, women's health, 
work with men, women's rights and violence against women and youth sexual reproductive health 


issues. 


SAMA: resource group for women's health: was registered in 1999. It's engagement with issues of 
women and health evolved in the context of the autonomous women's movement and seeks to locate 
the concerns of women's health and well being in the larger context of socio-historical, economic and 
political realities. Sama considers health a fundamental human right and believes that the provision of 
quality and affordable health care to every citizen is the responsibility of the state. Sama engages with 
community-based organizations, non governmental organizations, women's groups and collectives, 
health networks and coalitions, autonomous bodies like the National Human Rights Commission 
(NHRC) and National Commission for Women (NCW), youth, traditional healers and birth 
attendants, health care providers, medical professionals and the media. 


SEWA Rural is a voluntary development organization involved in health and development activities 
in rural tribal area of South Gujarat at J hagadia since 1980. The activities were initiated by a group of 
young professionals having education and experience in India and abroad and based upon the ideals 
and ideas of Swami Vivekananda and Gandhiji. The focus of all programmes has been vulnerable 
women, youth, children, the elderly, and the poor. In all activities, an attempt is made to incorporate as 
well as balance the following three basic principles: social service, scientific approach, and spiritual 
outlook. The activities include running the 100 bedded Kasturba Hospital recognized as First Referral 
Unit by Government of Gujarat and UNICEF providing services to people from more than 1500 
surrounding villages, community health project aiming to reduce maternal and new born mortality in 
Thagadia block with 1,71,000 population, using mobile technology to empower ASHA, training in 
oe health care for the workers of voluntary and government sectors from Gujarat and beyond. 
Women's empowerment activities like making papad, snacks, and garments and, awareness and self- 
defence for adolescents are run under sister organization Sharda Mahila Vikas Society. 


Shikhar Prashikshan Sansthan w 
Swarajya Philosophy of social dev 
self dependent society in which e 
section of the society especially § 


as founded in 1997 by a group of people highly motivated by Gram 
elopment. Its vision is to create a casteless, exploitation free and 
veryone enjoys their rights and mission is to empower weakest 
C, ST, deprived, poorest of the poor. Through capacity building, 
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raising awareness, so that they become mainstream in society and participate in national 
development. The organization works with the weakest sections of the society especially women, 
children, SC, ST, and the poorest. It has also been an active member of the Mahila Swasthya Adhikar 
Manch(MSAM), which organizes grassroots women around the issue of maternal health rights. 


SOCHARA: Society for Community Health Awareness Research and Action is an 
interdisciplinary resource group of community health professionals utilizing multiple pathways to 
facilitate and promote the goal of Health for All. It works through community action and partnerships, 
teaching and training initiatives, research, knowledge dissemination, policy advocacy and 
engagement with the public health system. It focuses on public health system development, action on 
the social determinants of health and community action for health with a social justice perspective. 
SOCHARA is today a catalyst, creating networks and linkages, working with campaigns and 
movements that bring the 'public' back into public health and the voice of the community into the 
public health discourse. The members of the society and the SOCHARA team are involved in 
community health action, policy advocacy, dialogue and documentation on Community Health in 
India, action research, learning facilitation and documentation at local, national, regional and global 
levels. 


Society for Developmental Action (SODA) is a non-governmental, non-political, non-religious, 
non-partisan, secular and non-profit making voluntary organization engaged in developmental work 
in Orissa since 1984. It is an association of young professionals, lawyers, doctors, social workers, 
researchers, communicators and faculty members from university and reputed institutions who 
strongly believe in democracy, collective decision making and non-bureaucratic, non-hierarchical 
working systems. The principal objectives are to integrate the indigenous health knowledge and 
workers in to the formal system, to improve design of health systems like linking nutrition, water, 
housing, agriculture, environment, population education and sanitation, to spread knowledge among 
the people on all subjects related to their all round welfare and development in a popular and attractive 
manner. The key beneficiaries of the organization are the common masses, specially the tribals, dalits 
and downtrodden population in the rural and inaccessible areas. SODA's mission is to empower 
people about their rights, available resources and how to get maximum benefit out of them for better 
life and livelihoods. 


Soumik Banerjee along with his team has been working for several years in Godda district of 
Jharkhand with local communities on livelihoods, sustainable agriculture, health and nutrition. On 
the project of documenting maternal deaths, the team worked for a year to collect data on maternal 
deaths in two blocks of the district. This was an entirely independent project with no external funding 
support. 


Tarun Vikas Sansthan has been working in Banda district of Uttar Pradesh since 1990 with a vision 
of promoting human rights by creating awareness and strengthening voices in the community in order 
to create an equitable society. Its mission is to engage in rights-based advocacy on gender issues and to 
create social accountability for the health of women, youth and children. The organization has been 
working on maternal health accountability by organizing grassroots women in the community it 


works in. 


wmari in Lower Assam, started in October 2000. It works directly in 150 villages 


21. the ant: based in Ro pment in the areas mainly falling under 


‘or fi f develo 
across 5 work clusters, for furthering the pace oO ; | 
Chirang District of Bodoland in Lower Assam (around 170 km from Guwahati, the capital of Assam). 


Atanother level, it works to build up the voluntary sector in the northeast region. the ant works directly 
in around Chirang District bordering Bhutan - of Bodoland Territorial Area Districts in Assam, 


mainly with the poorest and marginalized in villages, irrespective of community, class or religious 


affiliations. Its activities can be divided into 6 thematic areas: empowerment of women and girls, 


community health, child and youth development, remote areas development programme to promote 
rights of the forest dwellers and internally displaced persons in conflict induced relief camps and 
forest areas, peace and justice promotion promoting pluralism, diversity and peace through creating 
spaces for interaction and dialogues between communities in conflict; youth peace programme; 
promoting NGO forum for peace & non-violence, sustainable livelihoods small farmers support; 


micro-credit for micro-businesses. 


22. Tribhuvandas Foundation (TF): is a public charitable trust working with the AMUL milk 
cooperatives in and around Kheda district of Gujarat. It started its activities in 1980 and is now a 
community health organization, working mainly on reproductive and child health. It covers around 
682 villages, working through the village milk cooperatives of AMUL, in 18 talukas in the districts of 
Anand and Kheda. It has also provided training to members of Village Health and Sanitation 
Committees of Village Gram Panchayats of all the villages of Umreth, Anklav and Anand talukas of 
Anand District and Balasinor and Virpur talukas of Kheda District during 2008-09. Apart from 
community health, TF also has programmes for children, (balwadi programme) and for livelihood 
enhancement of women (handicrafts). TF also has organized anti-tobacco campaigns in its 
programme villages. 
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Chapter 1 


Introduction 
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The context 


India has been reporting a steady decline in the country's maternal mortality ratio (MMR) over the last few 
years. According to the latest reports, the MMR has fallen from 254 per 1,00,000 live births in 2004-06 to 
212 in 2007-09, to the latest figures of 178 per 1,00,000 live births in 2010 -12.(1-4) This is, however, far 
behind the fifth Millennium Development Goal (MDG) target of 109 per 1,00,000 live births by 2015. Itis 
now fairly certain that India will fail to meet MDG 5.(5) This is in contrast to several other smaller countries 
in South Asia like Nepal, Bangladesh and Bhutan that have already achieved or are well on track to achieve 
MDG5.(6-8) 


Since the last decade, and especially since the launch of the National Rural Health Mission (NRHM) in 
2005, the Government of India has put in significant efforts to improve the maternal health situation in the 
country. The primary focus of these initiatives has been to promote institutional deliveries. The Janani 
Suraksha Yojana (JSY) that provides conditional cash incentives to women to deliver in health facilities,(9) 
and the more recent Janani Sishu Suraksha Karyakram (JSSK), (10) are programmes to this end. In addition, 
the NRHM has also put in significant efforts to strengthen health systems, including designating specific 
facilities to provide different levels of Emergency Obstetric Care. Another significant intervention has been 
provision of emergency transport inthe form of ambulances and hiring in of private vehicles under specific 
schemes for this purpose. Under the Community Health Worker programme of NRHM, one of the key 
responsibilities of the ASHA is to ensure provision of antenatal care and motivate the woman to have an 
institutional delivery. There have also been state government sponsored schemes like the Chiranjeevi 
Yojana of Gujarat and the Muthulakshmi Reddy Scheme of Tamil Nadu - these have also predominantly 
focused on institutionalizing deliveries. 


Civil society networks like CommonHealth and Jan Swasthya Abhiyan, however, have been expressing 
concern over this exclusive push for institutional births and have suggested that the maternal health policy 
should move away from the paradigm of institutional deliveries to that of safe deliveries (11) - our position 
has been that institutional deliveries in poorly equipped and overcrowded health facilities with poor 
adherence to asepsis can hardly be assumed to be synonymous with "safe" deliveries, as is often assumed. It 
is important that the focus be on ensuring that women have safe deliveries, meaning not only the absence of 
mortality and morbidity in the mother and newborn, but respectful and caring services that are of 
technically high quality. 


While maternal health is much more than maternal deaths, maternal mortality ratio (MMR) is well accepted 
as an indicator ofacountry's maternal health status. However, aggregate MMR figures do not tell us who the 
women dying are. Small studies from various parts of the country show a disproportionate representation 
of women from marginalized groups such as scheduled castes and scheduled tribes in maternal death 


statistics. (12-14) 


g MMR figures for India and the major states, several efforts have been made in the 
o individual maternal deaths and use learnings from this 
exercise to improve health systems. The World Health Organization has inere 1 
autopsy of maternal deaths and this has been used in several countries across the globe. (15, — ; 
home, the southern state of Tamil Nadu has been conducting verbal autopsies of maternal deat : 0 lowe 

by a district level Maternal Death Review since the late 1990's. (17) Up-scaling this successful initiative, 
the Government of India (GOI), in 2010, mandated Maternal Death Reviews at the district-level across the 


country and published guidelines for the same. (18) 


[n addition to calculatin 
last few years to analyse causes and contributors t 


The GOI efforts on institutionalizing Maternal Death Reviews (MDR) have faced significant challenges. 
By the government's own admission, as of March 2012, only 18% of all expected maternal deaths were 
being reported under the maternal death review process, and of these, only two-thirds were being reviewed 
by the district level committee for MDR. Also, this exercise was largely restricted to finding a medical cause 
for death rather than identifying gaps in the health system and instituting corrective action, the original 


objective of the whole process. (19) 


In addition to the above, one of the major shortcomings of the GOI instituted MDR process is the lack of the 
information from this process in the public domain. In several other countries where confidential enquiries 
into maternal deaths are conducted, the identifying information regarding individuals and institutions 
connected to the death are kept confidential to maintain ethical standards, but the causes, contributors and 
learnings from the enquiries are made public. This is not so in the review process so far in India where no 
information at all on the process or its findings is made public. This precludes any engagement from other 
stakeholders like civil society, academics, professional associations in the process and signals a major lack 
of accountability. 


Another initiative of documenting maternal deaths to inform policy and intervention is the Maternal and 
Perinatal Death Enquiry and Response (MAPEDIR) led by UNICEF to identify the household, community 
and environmental factors underlying a maternal death. (20) Using a specially developed MAPEDIR verbal 
autopsy tool, trained front-line health workers collect information on maternal deaths from households. 
The information thus collected is meant to be used for raising awareness and getting people concerned and 
involved in preventing maternal deaths. Between 2005 and 2009 the MAPEDIR initiative was implemented 
in 18 districts across eight Indian states with high maternal mortality. The initiative yielded many insights 
into the non-medical determinants of maternal deaths and demonstrates the potential of meticulously 
collected information to catalyse change within households and communities and within the health sector. 


The Dead Women Talking Initiative 


It is in the context of persistently high maternal mortality, governmental focus on institutional delivery 
rather than safe delivery, ignored social disparities in mortality, and lack of transparency in the 
mentation of maternal deaths that several civil society organizations in the country came together in 
2012 under an initiative led by CommonHealth called Dead Women Talking’ . It was understood that those 
affected by maternal deaths were disproportionately the poorest and most vulnerable groups, and that 


| The Dead Women Talkin ro _ — 
social determinants end a are . 4 civil society initiative led by CommonHealth that aims to look at maternal mortality in India from a 


' gnts pers , : ; = 
society effort across several states: Perspective. This process has led to the development of a social autopsy tool and a collaborative civil 


0 document maternal deaths. 


questions of accountability arose consistently when looking at maternal deaths across the country. Also, 
existing verbal autopsy tools focused largely on technical issues while systemic and social causes behind 
maternal deaths went largely unaddressed. This initiative was thus begun to enable the centre staging of the 
lived experiences of communities and families of women who die unnecessarily and bring to the fore the 
voices of those women who have died. The initiative aimed to examine maternal mortality in India from a 
social determinants and human rights perspective. It is as part of this initiative that this process of 
systematically documenting maternal deaths in different parts of the country by community based and civil 
society organizations has been undertaken. 


This report describes maternal deaths across diverse settings in India over two years that were documented 
in the Dead Women Talking (DWT) initiative. It is an effort to bring attention to the circumstances in which 
women die during pregnancy, delivery and post-partum, and focus attention on health systems factors and 
social determinants. We hope that this report will result in bringing the issue of maternal deaths to public 
consciousness and demanding increased accountability, both from the state and the community, and 
initiating corrective action to prevent avoidable maternal deaths in future. 


Structure of the report 


After this introductory chapter that lays down the context and objectives of this report, the remainder of the 
report is structured as follows: the next chapter describes the methodology used to document these maternal 
deaths. This chapter also describes the challenges faced and how they were addressed and lists the 
limitations ofthis process. 


Subsequently, the next few chapters report findings from the Dead Women Talking initiative and describe 
specific health system issues that were seen to be contributory to the deaths of these women. Two categories 
of issues are discussed. The first category includes issues that have been targeted through specific 
programmes but are seen to have several gaps in implementation on the ground; these include emergency 
obstetric care, referrals, emergency transport. The second category comprises issues that have been 
completely neglected by national programmes, such as anaemia. Both these categories form specific 
chapters. 


Following this, the chapter on conclusions and recommendations draws together the various health system 
issues while focusing on how these add to the specific vulnerabilities of these women and recommendations 
then suggest remedial measures to address the various gaps that have been pointed out. 


Chapter 2 


This report draws from an analysis of 124 maternal deaths identified and documented over a period of two 
years (between January 2012 and December 2013). The deaths constitute a purposive sample from 31 
districts across ten states of the country. This section details the methodology of identifying and 


documenting these maternal deaths. 


Overall process and tool development 


As part of the Dead Women Talking process (see introduction), a social autopsy tool (see Box 1) was 
developed by a group of maternal health activists and academicians following a workshop in June 2012. 
where a framework was developed to look at maternal mortality in the Indian context’. This tool was 
designed to capture health system gaps and |” = ses woe nee 

social determinants that contributed to the 
maternal death, in addition to identifying a 
probable medical cause of death. The tool 
development process was iterative and the 
tool was repeatedly modified over a period | 
of nearly two years based on feedback from | | cid 
civil society groups' experience of | autopsy ha 
documenting maternal deaths and use of the | infor 

tool on the ground. The maternal deaths in Be 3 
Jharkhand and Rajasthan were documented : ir 
using tools developed by organizations 
working in these states - these captured | 
similar information to the DWT's social | 
autopsy tool. 


Training ofinvestigators 


Following the development of the tool, staff 
of different organizations working on = 
maternal health in the ten states’ were | 
trained to conduct social autopsies. The 
training sessions were conducted by 
medical doctors (obstetricians), 
feproductive rights activists and public 
health researchers, and included sessionson | _ 
eign 

2 Foramore detailed report on this, the Dead Women Talking workshop, refer to 


http://www.commonhealth in/worksho 
; ea P-cports-pdf/6a%20report%20dead% 20women%20talki 20june%202012.pdf 
3 Foralistofstates and districts in the sample, please see chapter 3 on overall findings. , ee a 


epidemiology of maternal deaths, technical inputs on common obstetric complications and their 


management, rights based perspectives on looking at maternal deaths and skill based training on actual use 
ofthe tool’. 


Identifying and documenting maternal deaths 


The maternal deaths documented in this report were initially identified and reported by community 
members belonging to several community-based organizations. Once report of a death was received, the 
death was then verified as maternal death by trained staff of these community-based and civil society 
organizations by making a house visit. Following this, the families of the deceased women were contacted 
by members of these organizations to doa social autopsy. 


The interviews with the family were done by a team of 2-5 trained investigators, usually after the period of 
initial mourning was over so as not to traumatize the bereaved family further. During the interviews with the 
family, following a verbal, informed consent process that detailed the objectives of the process and assured 
confidentiality, details of the death were collected using the pre- developed social autopsy tool. Where 
necessary, interviews were conducted with both the marital and natal families of the deceased women. 
Where relevant, efforts were also made to contact other community members to understand issues 
regarding health services and other public services and social issues in the community. Where possible, 
interviews were also conducted with front line 
health providers like ASHA, ANM and medical 
officer of the concerned Primary Health Centre. This 
almost always necessitated multiple visits by the 
investigating team to the family and the community 
in order to document one maternal death. 


Box 2 
SSSR framework for analysis 


The SSSR framework to analyse maternal deaths was 
developed by CommonHealth after discussions based ona 
presentation by Dr Prakasamma at Gujarat Institute of 
Development Research in July 2012. This was based on 
our experience of documenting maternal deaths earlier 
where the factors contributing to maternal deaths could be 
categorized across four domains. 

4. Technical Factors (Otherwise, Science related factors) 
2. Health System Factors 

3. Social Factors 

4. Human Rights 

Thus, explained by the acronym SSSR Framework. 


In the Dead Women Talking initiative, participants were 
trained in using this framework of analysis and analysed 
each death across these four domains. In addition to this, a 
probable medical cause of death was assigned to each 
death, wherever possible. 

For each domain, gaps that were found that caused or 
contributed to the deaths were identified and listed. Actions 
that would then address these gaps were then listed as 
Acompilation of these recommendations across all deaths 
in a particular geographical area was then done periodically 
to come up with actionable recommendations both for the 
health system and the community in that area. 


During the whole process, senior members from 
both CommonHealth and individual civil society 
organizations engaged in the process periodically 
met with those actually collecting data to ensure that 
technical and ethical standards were maintained. All 
those engaged in the process participated in two 
workshops during active data collection to examine 
the data and fill in gaps. These workshops also 
served to understand and address challenges in the 
field during data collection’ . 


Compilation and analysis 


The details of the maternal deaths were then 
compiled both state-wise and together and analysed 
based on a pre-developed framework to identify 


TS 
4 Formore details onthe training, refer to specific training workshop reports on www.commonhealth.in 
5 Detailed reports of these workshops are available on www.commonhealth.in 


alates 'mi ortunities 
health system gaps, social determinants and rights violations leading to mp ire Poa death. 
analysis that looked at possible actions that would have saved the woman i setenv. Where 
During analysis, validation checks were carried out to confirm for interna nbs ‘ ei PIN eS 
a medical cause of death was assigned based on the narratives, initially by P Prarie 
subsequently cross checked and validated by two senior obstetricians who have been heads of dep 


of obstetrics and gynaecology in premier medical institutions in the country. 


Ethical considerations 


The Dead Women Talking project is an initiative by health activists who have longstanding commitment to 
improving health and close relationships with the communities in which deaths were investigated, this 
work was thus an extension of service and advocacy activities undertaken by partner organizations. This 
process has not been designed as a research study to exclusively advance generalizable knowledge, but 
rather as a tool for advocacy. Thus, no formal ethical clearance was sought from an external body. Others 
using similar processes have also argued that this is not necessary. (21) 


In spite of this, we have made all efforts in the data collection and analysis process to maintain rigour and 
ethical standards. A verbal informed consent was taken from all those interviewed. Confidentiality has been 
ensured by suitably anonymizing the deceased women and informants. Ethical issues that were likely to 
come up during data collection and how to address them were part of the initial training and subsequent 
workshops. Finally, the results of this work are being shared with communities and policy makers alike and 
are designed to directly benefit the communities in which the information was collected. 


Limitations 


The documentation of maternal deaths was a qualitative exercise focusing on causes and contributors to 
these deaths. This was not designed to capture all maternal deaths in a given area and thus does not represent 
the incidence of maternal deaths. 


We did not have access to the medical records of the women except where the family could provide copies of 
some of these records - thus the analysis draws largely from the narrative of events provided by the family 


and others. However, we believe this provides sufficient material to draw conclusions regarding 
contributors to these women's deaths. 


Challenges 
|. Challenges inthe field 


a. _—_ It was found that a one-time training on conducting social autopsies was insufficient to train 
staff of civil society organizations. Further, the tool evolved as it was used in the field, requiring 
repeated orientation to the additions/modifications. It was also found that community-based 
members from these organizations needed to be trained to recognize maternal deaths according 
to the standard definition as well as record information about the deaths. 


b. It was found that families often 


| provided incomplete information for a social autopsy. For 
examp 


©, Many times the family would not share details about issues like abortions due to son 
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preference, violence, and about nutrition and domestic workload. Family members also were 
often not allowed inside the labour room or not told sufficiently about the final events 
surrounding the death, and hence were not able to give sufficient information when the death 
was ina health facility. Thus, it was found that information needed to be triangulated to arrive as 
close to the reality as possible: front line health workers like ASHAs and ANMs needed to be 
interviewed, every facility the woman had been to or was referred to needed to be visited, and the 
natal family needed to be interviewed. Each social autopsy thus took a minimum of three visits 
to the field and each interview with the family took at least an hour. It is thus an intensive process 
requiring investment in both transportation costs as well as personnel time. 


Deaths due to unsafe abortions, deaths due to home deliveries and late maternal deaths were 
likely to have been missed despite our efforts in obtaining complete information. Special efforts 
needed to be made to recognize these including training of community-based organizations. 


2. Challenges in working with the health system 


a. 


Ithas been difficult to get the health system perspective on maternal deaths. 


1. In almost all districts where these documentations were done, our attempts to establish 
linkages with the government for conducting verbal autopsies did not succeed. 


ii. There has beena general resistance from the health system to cooperate in civil society-led 
social autopsies. Often, when we attempted to share details of these social autopsies with 
the health authorities, they questioned the credentials, expertise and qualifications of the 
social autopsy teams rather than engage with the findings. 


There seemed to be a culture of apportioning blame to the lowest possible in the hierarchy - very 
often, the family was blamed, as were peripheral health workers like the ASHA, ANM andICDS 
staff. This resulted in these health workers being reluctant to speak about the deaths when 
contacted. This has implications for maternal death reporting by these health workers. 


Chapter 3 


Overall findings 


Over a period of two years (January 4012 to December 2013), a total of 124 maternal deaths were 
documented in ten states viz. Maharashtra, Gujarat, Rajasthan, Uttar Pradesh, Bihar, Jharkhand, West 
Bengal, Chhattisgarh, Odisha and Assam. The state and district distribution of these deaths is depicted in 
Table 1 and Figure 1. Of these, 92 deaths were from seven high focus Empowered Action Group (EAG) 


states and 32 from three non-high focus states. 


Figure 1 - Map showing states and districts where the maternal deaths were documented 
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Table 1 State and district wise Who are the women who died? 


distribution of deaths 
STATE 


Number of deaths | This section gives some background details about the women whose 


EAG states deaths form the basis of this report. 
Assam 14 
othe : The age distribution of the women who died is given in Table 2 and figure 
bikriceth “ 2. The majority of the women (43.5%) were in the 21-25 years age group. 
Sonitpur 1 The last column of the table shows the corresponding figures from 
Bihar 3 Sample Registration System (SRS) Special Bulletin 2010-12.(4) 
Patna 3 
Chhattisgarh 15 
Bilaspur 11 Table 2 Age distribution of the women 
Mungeli 4 Age (years) Number ofwomen Percentage SRS 2010-12 % 
Jharkhand 31 (Confidence intervals) 


Dumka 
Godda 
Pakur 
Odisha 
Kendujhar 
Mayurbhanj 
Rajasthan 
Bharatpur 
Chiitorgarh 
Dungarpur 
Thoulpur 
Udaipur 
Uttar Pradesh 
Azamgarh 
Banda 
Lucknow 
Mirzapur 
Varanasi 
Sub total 
Non EAG states 
West Bengal 
Malda 
Gujarat 
Anand 
Banaskantha 
Bharuch 
Dahod 
Kheda 
Narmada 
Panchmahal 
Maharashtra 
Gadchiroli 
Sub total 


15-19 11 8.9 7 (5-8) 
20-24 54 43.5 39 (35-42) 
25-29 36 29.1 28 (25-32) 
30-34 15 12.1 17 (14-19) 
35-39 4 3.2 7 (5-9) 
40-44 1 0.8 2 (1-3) 
No data 2.4 Not applicable 

Total 


Figure 2 


Age distribution of women 
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Number of women 


15-19 20-24 25-29 30-34 35-39 40-44 No data 
Age distribution 


Table 3 and figure 3 show the caste distribution of the women who died. 
Almost 45 percent of the women who died are from scheduled tribes anda 
further 17% are from scheduled castes’ . However since many of the 
districts where the documentation was done are districts with a large 
proportion of adivasi’ population, not much can be concluded from this. 


Boaonraraodarnro Gre 


: 


—— 
7 Scheduled castes and scheduled tribes are historically disadvantaged groups in India that are recognized and given a special status under the 


Indian constitution for affirmative action. aes . . 
8 Adivasi is the term used to describe persons from indigenous tribes in India. They are classified as scheduled tribes under the Indian 


constituion. 


Table 3. Caste distribution of the women 


Figure 3 Caste distribution of women 


Caste Number of women Percentage 17 (14%) 

d cast 16.9 10(8%)  ™ Scheduled caste 
2 aN 44.4 ® Scheduled tribe 
Scheduled tribe Reicisndrie an 
Backward caste 1.6 SB cise teeieiel 
Other backward castes 15.3 castes 

8.1 9 (15%) ® General 

General Asia 


13.7 
100.0 


No data 
Total 


55 (44%) 


Table 4 shows the number of pregnancies the women who died had had including the current one. It is seen 
that almost 40 percent of the women died during their first pregnancy and another 38 percent during their 
second or third pregnancy. Only 28 out of the 124 (22.5%) women had four or more pregnancies. 


Table 4 Number of pregnancies Table 5 Occupation of the women 


Number of Number of Percentage Occupation Number of Percentage 
women 


pregnancies women 7 poe : 
49 39.5 gricultural worker 6.5 


Wage labourer 20.2 
19.5 Migrant labourer 4.8 
17.7 ASHA 1.6 


16.9 


Anganwadi Sahayika 0.8 
Mid day meal in-charge 0.8 
4.8 Homemaker 27.4 
0.8 Home-based beedi workers 3.2 


0.8 LIC agent 0.8 
No data 33.9 
100.0 Total 100.0 


As seen in Table 5, most of the deceased women were wage labourers or agriculture workers, in addition to 
being responsible for their daily household chores. Six women were migrant labourers and four home based 
beedi (indian cigarette) workers. 


It is noteworthy here that two of the women were ASHAs’ themselves, one was a Sahayika in an 
10 ' 
Anganwadi and one a midday meal in charge ofa school '- it is also noteworthy that while these women 


were workers in public institutions, they were also the lowest and most peripheral workers in the hierarchy 
ofthese institutions, 


When and where did these deaths occur? 


he cS fares the majority (82 women, 66%) took place in the post-partum period. Of these, 52 women 
ea within 24 hours of delivery. This is not surprising as most maternal deaths are known to occur in the 


immediate post-partum period. (22) 


9 ASHA ot Accredited Social Health Activict ; 
x Ctivist is th : . — 
- ye are 8 9 by the community and Seine’ amis — hes = Community Health Worker under the National Rural Health Mission. 
Anganwadi |: : 7 : ‘ 
oe - “s why . eon facility under the Integrated Child Development Scheme (ICDS) that addresses early childhood nutrition and 
ee neanwadi is staffed by an Anganwadi worker and an assistant (Sahayika). 


Il The mid day meal programme add +i ' 
leach g addresses nutritional needs of school going children by providing one fresh cooked meal in public schools at 


28 deaths to >e | at iad; , 7 
ok place in the antenatal period and 9 in the intra-natal period. Five women die 7 
an abortion. | omen died during or after 


The large number of deaths in the antenatal period has implications for policy and progr: 

interventions to address them would be different from those in the intra-natal and ate ¥ : tegen: * 
subsequent chapters, we show how care in the antenatal period is found miei! : 
contributes to these deaths. Similar is the case of deaths in the post-abortion peri Me d its = = : — - 
comprehensive safe abortion care. pecodess ee 


Table 6 Time period of death 


Two deaths were late maternal deaths (beyond the | Time Period of death Number of women Percentage 
period of 42 days). While standard measurement | Antenatal 28 mt 
procedures for maternal mortality in standard | Intra-natal | 
databases like the Sample Registration System or even | Post-partum 66.1 
the Maternal Death Review process of the GOI | Post abortion 4.0 
measure deaths only upto 42 days, recent literature 1s Total 100.0 
showing that deaths beyond this period can be 
intimately related to the pregnancy (22) - our 
documentation of the two deaths that took place Figure 4 Time of death 
beyond 42 days substantiate this and highlight a need 5 (4%) 


28 (23%) 
to start documenting such deaths. @ Antenatal 


9 7.3 


@ intra-nata! 


Asshown in Table 7, 32 ofthe 124 women died at home 
_ it is noteworthy that even of these, 12 women had 9 (7%) 
sought care in one or more facilities, public or private, 
for the final event before reaching home and dying 
(Figure 5). This shows that nearly 60 per cent of the 
women managed to reach a facility when faced with a 


® Post-partum 


ie Post abortion 


82 (66%) 


Figure 5 Women seeking care in the 
event of a complication 


complication. 
20 


Sixty of the 124 women died in health facilities. Of 
these, 42 women died in public facilities and 18 in 
private facilities. 


31 women died on the road - 7 of these deaths took 
place before reaching the first facility, 22 women died 
while travelling from one facility to another, again 
highlighting that they had sought care at a health 
facility before dying, and two women died while being brought home after the families decided not to seek 


any further treatment. 


One woman died of an abortion complication in the home of an ANM who was an unqualified and 


° - ° . 12 
unlicensed provider ofabortion services . 


hich abortions can be performed - it stipulates that 


NS 
12 The Medical Termination of Pregnancy Act passed in 1972 lays down conditions under w ed gynnscologists ot specially ‘rained allopathic 


legally, abortions can be performed upto 20 weeks for specifically defined causes by quali 
doctors in specific licensed facilities. 


Place of death 
Number of Percentage 


Table 7 


Cause of death 


Place of death 


1Cé women 
Efforts were made to assign a probable medical ee 
cause of death wherever possible from the family's | Home - pis 
narrative - this was initially done by one obstetrician | Health Pactity : a 
and subsequently finalized in consultation with two fee 7 ne 
senior obstetricians. Where relevant, more than one . ae . vib 

. Pe n the roa 
aus ssigned. This is presented in | 

ladda : Home to first facility 7 5.6 
ag One facility to another 22 17.8 
The most common cause of death was post-partum Facility to home 2 1.6 
haemorrhage (29 women, 23.4%), followed by | Others 1 0.8 


100.0 


anaemia (22 women, 17.7%). Haemorrhage in the Total 


form of ante-partum haemorrhage caused 6 deaths. 
Fourteen women (11.3%) died 
eres ene ean because of severe pre-eclampsia / 

oe 22 (18%) ame eclampsia. Notably, infectious 
Publloshegite diseases contributed to 4 deaths - two 


facility 


pate health because of malaria and two due to 


Tranaihe Motpe fs tuberculosis. Iatrogenic causes were 
Transit -One facility responsible in 5 cases - 3 due to 
pats wane - complications of caesarean section, 
ide and 2 where a reaction following 
42 (34%) blood transfusion occurred. A cause 


Others 
could not be ascertained based on the 


families' narratives in nineteen deaths. 
Table 8 Probable medical cause of death 

In 35 of the 124 women, more than one | probable medical cause of death Number of women Percentage | 

cause of death was identified. These | Post-partum haemorrhage 

include in addition to the causes | Anaemia 


, Eclampsia / Severe pre-eclampsia 
presented in Table 8, anaemia (4), post- hitessikan saeaccatalie . 


partum haemorrhage (6), eclampsia (4), | Sepsis 
Sepsis (4), sickle cell anaemia (2) and | Obstructed labour 
tuberculosis (1). 


Complications of abortion 
Malaria 


Tuberculosis 
Table 9 analyses the probable medical | Caesarean complication 


cause of death by time of death. It can be | Blood transfusion reaction 
seen here that of the 28 deaths that took | “ear disease 


‘oe } Others (includes sickle cell er 
place in the antenatal period, 9 were due Could hw be pacha vec came 


to eclampsia / severe pre-eclampsia and | Total 
4 due to anaemia - all of which could 
hav 

e been prevented by good quality antenatal care. Of the post-partum deaths, 18 were due to anaemia - 


again these could have icki 
r h colagouge have been prevented by picking up the anaemia early and also by managing anaemia 
adequately in the intra-natal and immediate post-partum period. 


=k — NO RO 
oPFPNNWAONNAOWD DH © 


Figure 7 Probable medical cause of death 


19 (15% 
29 (23% _— 


Post partum haemorrhage 


Anaemia 


Eclampsia / Severe pre 
eclampsia 


Ante Partum haemorrhage 
Sepsis 
Obstructed labour 


Complications of abortion 
Infectious disease 


22 (18%) Others 
6 (5%) 
Could not be ascertained 


Table 9 Probable medical cause of death by time of death 
Probable medical cause of death Time of death 


Post-abortal Antenatal Intra-natal Post-partum Total 
Haemorrhage (Post-partum and ante-partum) 35 
Anaemia 
Eclampsia / Severe pre-eclampsia 
Sepsis 
Obstructed labour 
Complications of Abortion 
Malaria 
Tuberculosis 
Others 
Could not be ascertained 


TOTAL 


anococococdcoo oc oO 
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Table 10 shows the probable medical cause of death by place of death. This shows that 8 women with PPH 
died while going from facility to facility often without care as we will show in subsequent chapters. 


While this chapter has highlighted the background of the women, the time, place and probable medical 
causes of maternal death, in the subsequent chapters, we highlight specific issues that come apes eens. 
in the narratives of these deaths. Annexure | presents specific details of each of these deaths ina tabular 
format- the S No. of individual cases has been mentioned in the text for ease incross referring to this table. 
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Table 10 Probable medical cause of death by place of death 
Place of death 
Transit 
One facility; Hometo ; Facility to 
to another ‘first facility! home 
8 . 3 . 0 
2 0 2 


Probable medical 


cause of death Health facilit Home 


Public ; Private 


— 
| 


Post-partum haemorrhage 
Anaemia 
Eclampsia / Severe 
| pre- eclampsia 
Ante-partum haemorrhage 
| Sepsis 
| Obstructed labour 
- Complications of abortion 
Malaria 
Tuberculosis 
Others 
Could not be ascertained 


TOTAL 
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Chapter 4 


Vulnerabilities and maternal deaths 


From the previous section on who were the women who died, it is seen that these were highly vulnerable 


women on several counts. In this chapter, we try to highlight some of these vulnerabilities to detail the life 
circumstances ofthese women. 


Socio demographic vulnerabilities 
Age 


As shown in the earlier chapter, majority (78 out of 124) of the women who died were very young, less than 
25 years old. While it could be argued that most pregnancies occur in this age group, this is indeed a tragic 
loss of young women's lives when performing a social role of reproduction. 


Early marriage has been seen asa major problem affecting the health of women. NFHS 3 showed that 47% of 
young women in the country were married by the age of 18 years. (23) 26 of the 124 women who died in this 
sample were between 16 and 20 years of age and all except one of them were married. It is also known that 
women who havea pregnancy at a very young age face a high risk of morbidity and mortality. In spite of this, 
the narratives revealed that several young women in the sample had not received any antenatal care at all 
during their pregnancy. (Allnames have been changed to protect identity). 


@ For example, Rita was a 16 year old adivasi woman from Jharkhand in her first pregnancy. She had 
multiple problems during the pregnancy - malaria, jaundice, swelling of feet and face, night 
blindness - but her antenatal care was restricted to receiving one dose of tetanus toxoid. She died of 
eclampsia, (a condition for which younger women are at much higher risk and which could have 
been prevented had the risk factor been identified and acted on during the antenatal period)(S No. 
18). 


At the other end of the spectrum were older women with a history of several pregnancies. It is well known 
again that they are ahigh risk group for complications both because of their age and multi-parity. This group 
too seemed to be getting left out of care. 


@ The story of Urmila is one such - a 32 year old migrant worker in cotton mills, she had a past history 
of tuberculosis that had been treated. Ofher three previous deliveries, one was ata construction site 
where she worked and the next two at home. In her fourth pregnancy, she had had only one 
antenatal care visit at a PHC where only a tetanus toxoid injection was given and she was handed 
ten tablets of iron folate. No haemoglobin or BP check had been done. Urmila subsequently 
developed severe breathlessness and after desperately seeking care at seven different facilities 


over 5 days, her family gave up and took her back home where she died (S No. 4). 


@ Similarly, a28 year old ASHA from Jharkhand died during her fifth pregnancy. Two of her previous 
children having died in infancy. She did not receive any antenatal care atall(S No. 36). 
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@ The stories of women in S No. 40 and 42 also highlight such lack of antenatal care for older, multi- 


parous women. 

rous women may not be entirely coincidental considering 
luded from the Janani Suraksha Yojana. (9,11) Their 
ders ineligible for incentives when caring for 
ctivists that thus many of these women do 


This leaving out of both young and older multi-pa 
that until recently, both these groups were exe | 
exclusion from the scheme makes front-line health care provl 


them, and it has been anecdotally reported by several grass-roots a 


not get the required care’. 


Caste and religion 


Majority of the women whose experiences we documented belonged to scheduled tribes, scheduled or other 
backward castes, social groups that have been historically deprived of fruits of modern development. 
Previous studies have also shown that these groups have a disproportionately higher maternal mortality. 


(12-14) 


In Assam, it is noteworthy that all eight women whose deaths were documented from Darang district were 
Bengali Muslims. It is well known that this group has been traditionally marginalized with their citizenship 
being questioned, thus denying them several privileges and rights. 


Double burden of responsibilities 


In addition to their domestic responsibilities, more than 52 % of the women for whom data on occupation 
was available, worked as daily wagers and labourers. The fact that the narratives reveal that some of them 
worked in the last month of their pregnancy indicates that these women were extremely poor. 


Geographical location 


Another group of women who were especially vulnerable and were excluded from care were those inremote 
hamlets. Families revealed that these hamlets did not receive any services atall. 


® Kamla lived in Jharkhand in an adivasi hamlet where the nearest road is 10 km away. The ANM and 
the Mamta vahan’ only travelled up to the point with road access; to receive care, Kamla would 
pave to walk to this point 10 km away from her village. Thus, it is not surprising that Kamla did not 
receive any antenatal care during her pregnancy. When she started having labour pains, there was 
no way she could reach the Mamta vahan pick up point as her husband was unwell and there was no 
one to carry her onthe 10 km journey, so she delivered at home and died a few hours later (S No. 24). 


® Similar is the story of Rupa, a 17 year old adivasi woman in Chhattisgarh. Her family had been 
ea oe her village was in an area declaredati gerreserve. The resettlement village was 10 
onal A se e road and was inaccessible during the rains. There was no ICDS centre in the 
ge, the ANM did not visit there and no immunization took place. Rupa, pregnant with her first 


anne 

13 Please refer to the reports of Dead Women Talkin 

4A state specific scheme that contracts in 
have similar schemes going by different 


g 2 and 3 workshops on www.commonhealth.in 


Private vehicles to provide transport to pre ki 
: gnant women for seeking delivery care. Several 
hames - Mamta Vahan, Mamta Express, Janani Express etc. on gir 
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ne mee not therefore have any antenatal care. She delivered at home, developed post-partum 
aemorrhage and died before the family could get a vehicle to transport her toa facility(S No. 99). 


Migrants 


Yet another group of vulnerable women that were not covered by the health system were migrant workers 
At least six out of the 124 women who died in this sample were migrants. Portability brat was ee vt 
for these women. Migrant women were not covered by antenatal services or ICDS services and when a 
died, their deaths were not officially recorded because they did not belong to anyone's 'area.' The stor of 
Urmila narrated previously in the section on age in this chapter highlights the issues that wbeuaihe face : 


A special group of migrants is those in tea estates in Assam. Two women in our sample from Dibrugarh 
district of Assam were tribals living and working in tea estates. Civil society organizations working in these 
estates have observed that health facilities for these tribals are almost non-existent. Bengali Muslims in 
Assam are also treated as outsiders and therefore migrants. 


Similarly, the cultural practice of women moving between their marital and parental homes was not 
adequately addressed in the programmes, and these women were perhaps made ineligible for certain 
services and entitlements that were considered to be only for “daughters-in-law” and not “daughters”. 


Gender as across-cutting issue 


Gender issues were seen to be cross-cutting across other social vulnerabilities. Women's lack of decision 
making, a lesser value placed on their lives, and the health system's neglect of issues affecting women all 
came up from the narratives and will be discussed in subsequent chapters. 


That son preference can be suchan overarching determinant of maternal death is aptly described by the story 
of Baria from Banaskantha district in Gujarat. She was diagnosed with a heart ailment in her earlier 
pregnancy. Baria had three children including one son earlier but had a desire to have two sons, and so she 
went ahead witha fourth pregnancy despite her family being aware of the risk (S No. 123). 


Social stigma and total lack of care attached to a pregnancy out of wedlock can also subject women to high 
vulnerability. The story of Neeru from Poreyahat in Jharkhand who died of an unsafe abortion after getting 
pregnant before marriage is a case in point (S No. 20). Even though young people's right to seek 
reproductive health care including abortion services is recognized in international human rights law and in 
India under the MTP Act and various programmes, such cases show how these are not translated into reality 
on the ground. 


System-induced vulnerabilities 


The impact of the family planning programme and the two child norm on front-line workers and how it 
affects maternal health is amply highlighted by the case of Shanta, an adivasi woman in Gadchiroli district 
of Maharashtra. 


@ Inher third pregnancy with two previous girl children, Shanta was under tremendous pressure to 
produce a son. The ANM however insisted that her husband should undergo sterilization as they 
already had two children. In this scenario, no antenatal care was provided to Shanta this time, nor 
did she seek care. She later delivered a boy who however died of prematurity. Shanta went into 
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depression and died four months later of a worsening infected ulcer on herleg(S No. 50). 


d to addressthe vulnerabilities of women has been described above. 


Until recently, the programme excluded women at extremes of age and in many states still requires 
many poor women may not possess to be eligible for cash incentives. 
benefits. The whole premise of the programme that 
lly translate into safe deliveries has been 


How the Janani Suraksha Yojana faile 


documentary proof of poverty that 
Thus the most vulnerable women do not receive 


assumes that bringing women to institutions will automatica 
questioned. (11) We will show in subsequent chapters how women sought care in institutions and were 


faced with extremely poor quality care. 


Socio economic vulnerabilities of women - what should be the role of the health system? 

As described above, many of the women who died were socially, economically vulnerable. In several of 
their lives, these multiple vulnerabilities coalesced to produce cumulative effects. These women, because 
of these vulnerabilities, faced severe challenges in accessing health care. The aim of public health services - 
both community based and facility based - is to ensure maximum access to services, including antenatal 
care, emergency obstetric care and post-partum care. A rights-based approach to providing universal access 
would focus on equity and social justice and make special provisions for women with vulnerabilities to 
ensure they definitely have access to care. However, based on the narratives of the deaths, it seems that 
women with vulnerabilities are actually getting left out of services like antenatal and post-siettuddl care 
because of the way health services are structured and delivered presently. We highlight below so 
instances where multiple vulnerabilities coalesce in women's lives and how the health system fared in 


addressing their problems. 


Box 3 
The death of Dhani (S No. 84) 


| Dhani was a 26 year old tribal woman livin 

| | ig in Sonitpur district of Assam. She had two sons, 4 and 3 years o : 
| her husband were daily wage labourers. Their house was made of just three small mud hute with thetehe — i wre Dial ane 
| haveanyagricultural land, theonlypieceoflandtheyownediswherethesehutsstood. = = = | isnt ah 


oe ea ‘yom ost a ioe was normal during her third pregnancy and working as usual. She started having pain a 
po eanh if ha | y, and she was facing difficulty passing urine. After two days, she was unable to pass urine atall 


| The family decided to take her to a doctor so they sold their onl cow - properly qualified doctor, 

n= ht haa boa hertoa ney pltermecy where someorie wofheieel lle iste vaa a aE 

bo iio to take her to the city for better treatment, but they took her back home. When asked why they did 
phar & government hospital, her mother-in-law said the local ASHA had come to their house once and given 

ee ot So subhealth centre for check up, but Dhanidid not go. When Dhani developed probleme, they 
“soup seine government hospital because the et hey took hero the government hospital ater che had 

Saiiaeacetee mistreat and ignore Dhani - they avoid the government t : 

scare sesh hospital staff as much as possible 

pains started in the evening a few heyc 

threes ts ring a few days later, they called the traditional da/; she eli 

When asked why they did not cal wintinee Sabb ee nt sina Onion 

inte Slauad ven an ambulance to take her to a hospital, Dhani's mother-in-law explained how difficult 
cose aaninadiann ambulance, other resources oF ony Kind of tale daring the nigh. Povirs sesbaieding tee 

village villagers to communicate with rest of the world. tis almost impossible for people like thenrts 


side of the river especially during the night when a broken wooden bridge is the only access to the 


interviewed as he 
few days back, he had to support his 6 Foenih Work: he couldn't stop working even though his wife haddiedjusta 


Box 4 
The death of Heena (S No. 58) 


Heena was a 22 year old tribal woman who lived in Kenduj istri 
jhar district of Odisha. usband were illiterate. They 
did not own any land, were certified to be below the poverty line, and senna cinerea ie a did not ha 
, ve enough to 


eat. T hey lived in aremote hamlet where the nearest motor able road was 0 
d - 


This was Heena's second pregnancy. Her first child had died at the age of 6 months due to an infected abscess. The nearest 


sub-centre was 6 km away and though the ANM did visit once a month, th 
, the hamlet cou : 
Heena did not seek or receive any care during this pregnancy. could not be reached in inclement weather. 


When Heena’'s labour pains started, her husband tried to arrange for some f 
o, orm of transport to health facility 
him about 8 hours to do so - they did not have the number of the Janani Express, nor did they shard 20 rt tage 


ANM. They set out to the nearest CHC that was 50 km away, but Heena delivered : 
to excessive bleeding. way and died soon after, probably due 


Box 5 
The death of Nayana (S No. 66) 


Nayana lived inAzamgarh district of Uttar Pradesh and belonged to a scheduled caste community. She had been married at the 
age of 14 andwas 25 years old at the time of her fifth pregnancy. Ofher previous pregnancies, three children survived. 


Nayana and her husband had migrated to Delhiin search of ajob. While there, Nayana was diagnosed to have tuberculosis and 
received treatment. Once better, Nayana returned home. She did not realize she was pregnant till 6 months later. By then, her — 
husband had lost his job and this made food availability for the family a problem. The lack of nutrition made her weak and tired. 
As Nayana's condition worsened, her family took her fora check up she was diagnosed to have tuberculosis again, for which 
treatment was begun inthe nearest CHC. 


In the meantime, Nayana went into labour - she was taken to the CHC by the 108 ambulance and had a normal delivery. The | 
baby's birth weight was found to be low and after a day's treatment with oxygen, both Nayana and her baby were discharged the 
next day. 


Once home, Nayana developed fever - she was taken to the PHC on the second day where she was given some medicines by 
the doctor and sent home. However, her condition kept worsening. About a week later, she was admitted in a private hospital in 
the nearby town. Although treatment was initiated, Nayana died a few hours later. 


These stories of the deaths of these women show how multiple social determinants interacted to produce 
adverse health outcomes - the relationship between rural residence, migration, food security, tuberculosis, 
pregnancy outcome, neonatal outcome, are all starkly visible in these narratives. The health system could 
have responded in multiple ways in mitigating some of the problems these women were facing. Instead, we 
find that it miserably failed in doing so. For example, Nayana was registered for tuberculosis treatment with 
a public health facility. Even though she delivered in the same facility, no particular care was given in the 
post-partum period and in fact she was discharged before the mandatory 48 hours. Even when she sought 
care ina public health facility for post-partum fever, the relationship between this and her tuberculosis was 
not picked up, with grave consequences for her. While there were factors like migration, loss of livelihood 
and absence of food security that greatly contributed to her death, the health system could have definitely 
saved her life, given that she specifically sought care from it not less than at three different times, if it had at 
the least coordinated between her tuberculosis treatment and her pregnancy care, and ensured quality in 
both. Similarly in Heena or Dhani's cases, systemic neglect of their hamlets over several decades is obvious 
from the lack of roads and connectivity - these definitely do need to be corrected - however, in eee term, 
the health system could have made special arrangements, for example boat ambulances in Dhani's case, that 


would have ensured that they received timely emergency care. 
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The Government of India is a signatory to various international declarations and covenants of human rights. 


It has a constitutional obligation to respect, protect and fulfil the rights of all of its citizens. However, here 
we find that women from the most marginalized sections of society - scheduled castes, adivasis, migrants, 


poor women - have all been either denied life-saving health care or received it after inordinate delays. By 


allowing this to happen, the state has failed in its duty to protect their human rights. 


HEALTH SYSTEM ISSUES 


Chapter 5 


Emergency Obstetric Care: 


Unavailable, delayed, inappropriate 


It is now well accepted that access to emergency obstetric care (EmOC) for all pregnant women is a k 
intervention to reduce maternal mortality. (24) The Government of India has also invested in stren heck 
EmOC, both Basic EmOC (BEmOC) and Comprehensive EmOC (CEmOC) (see Box Nis % 
designating specific facilities’ for strengthening and capacity building of medical and BR: 
personnel. However, the picture that comes out of the narratives of the 124 women who died is very 
different: there were many cases where women with an emergency condition died in spite of her reaching a 
health facility. In this chapter, we describe this lack of availability and poor quality of care and how this 
resulted in lost opportunities in saving women's lives. 


Basic EmOC services 


‘. Antibiotics (Injection) 
| Oxytocics (Injectables) 


2. 

| 3. Anticonvulsants (Injectables) 
4. Manual removal of placenta 
5. : Removal of retained products 


6. Assisted vaginal delivery 


Emergency Obstetric Care was found to be lacking in many different ways from the stories of these women. 
These included delays, lack of treatment, inappropriate treatment and absence of accountability. When we 
analysed the narratives by the classical three delays framework", (25) we found in at least 38 of the 124 
maternal deaths a clear case of 3" phase delay. We describe later how we found the three delays framework 
unable to capture the nuances of the delays and poor quality of care that these women faced. 


Providers’ failure to recognize complications 


Families often narrated stories of reaching medical facilities in a state of emergency and finding that either 


no care was available or whatever was available was inadequate. 


Providers often failed to recognize complications or wasted too much time before doing so. This was 


i 


ee a : sai a. ded fi 
15 Public health facilities in India are planned in a tiered fashion - a health sub-centre staffed by an auxiliary nurse oy Health Coad at 


: , lation, a Communi 

every 5000 population, a Primary Health Centre staffed by a medical officer 1s fora 30,000 population, 

few specialists is designated for every 1,00,000 population anda district hospital is located at every district mye “3 _ br sens 
provide tertiary level care. Of these, the NRHM has planned that every PHC will provide BEmOC level care and every , / 
care. 

16 The three delays framework proposed in 1994 categorizes the delays faced by women secking care a 
phases: First, delay in deciding to seek care, second, delay in reaching a health facility, and third, 


appropriate care. 


obstetric complications into three 
delay in receiving adequate and 
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sometimes because they | ma | 
obstructed labour, missing malpresentations, notrecognizing s! 


* 


acked the skills to diagnose such complications - this included failure to diagnose 
gns of post-partum haemorrhage. 


For example, Sunita delivered her third child in a government hospital in nies or . 
Gujarat, started bleeding after delivery but had to wait 3 hours before post-partum aemorrhag 

was identified. She died on the way to the higher referral centre. (It is well known that post- 
partum haemorrhage or excessive bleeding after delivery can kill within 2 hours and any delay 
in recognizing and initiating treatment for it would mean loss of a large quantity of blood and 


can endanger the life of the woman) (S No. 9). 


Anita, a 22-year-old woman with sickle cell anaemia was admitted in full dilatation in a PHC in 
Gadchiroli district of Maharashtra for her first delivery. As a primi, or woman delivering her 
first baby, she would be expected to deliver her baby within 2 hours of reaching full dilatation; a 
delay beyond this would be considered a need for intervention by either instrumental delivery or 
caesarean section. Yet, Anita was referred after waiting for 5 hours, after she had been given an 
episiotomy (which was bleeding and which had to be re-sutured before referral) and still had not 
delivered. Anita died before she could be admitted in the District Hospital. /t is to be noted that 
the fact that her sickle cell anaemia placed her at high risk for complications during labour and 
she would have needed special care - the fact that she was not even provided standard care is 
telling and this is dealt within more detail ina separate chapter (S No. 45). 


Seema, a 20-year-old primi in Chhattisgarh, went to a CHC thrice on consecutive days, but the 
doctor who saw her did not diagnose eclampsia and in fact sent her back home, even when her 
family reported that she had had convulsions. It is not clear whether her blood pressure was 
measured at the CHC. The family finally decided after the third visit to take her to the medical 
college hospital, but she died on the way there (S No. 75). 


Very often, the actual providers providing immediate care were nurses, who seemed not to be able to 
recognize complications, and doctors were either not available, not called, or were called too late. 


Sd 


When Garli, an adivasi woman in Rajasthan delivered her fifth baby ina CHC, the placenta was 
retained. Normally, the placenta is expelled within a few minutes of the delivery of the baby, if it 
is not delivered even after 30 minutes, the service provider is expected to intervene as this may 
result in post-partum haemorrhage. The nurse gave some injections and waited for one hour 
before calling the doctor. The doctor waited another 1 /2 hours before referring her further. Since 
the family was not given an ambulance and was instead asked to arrange a private vehicle, more 
Precious time was lost and Garli died en route to a higher facility’. Given the seriousness of 


Garli’s condition, an ambulance should have been provided under the JSSK programme of GOI 
(S No. 115). 


Providers sometimes seemed too over-pressured and understaffed to pay enough attention to a woman with 
an emergency. 


i 


17 One of the key interventions of NRHM h 
However, there are several gaps in this an 


as been to address issues of emergency transport both from home to facility and facility to facility. 
d this is addressed in Chapter 7. 
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Radha, a woman with sickle cell anaemia in Bilaspur district of Chhattisgarh, delivered her third 
child in a medical college and had profuse bleeding after that - the nurse could not see her as she 


was conducting another delivery - by the time treatm ; 
ent was begun, it was too late, and Radh: 
died soon after (S No. 97). . 8 too late, anc Radha 


Delay in initiating appropriate treatment 


While the above cases describe complications being missed, even when complications were recognized 


there was often a delay in initiating appropriate treatment for it (the third phase delay in the 3 delays 
framework). ' 


@ Geeta, a woman who had had two caesarean sections previously was admitted in labour in a 
district hospital in Odisha. This would have warranted immediate surgery as her two previous 
caesareans put her at risk for rupture of the uterus. However, she was not operated on for 8 hours 
as she could not buy the essential supplies for a caesarean and died in the district hospital. /tis 
noteworthy that this was a large district hospital with facilities to perform an emergency 
caesarean section (S No.70). 


@ Inanother instance, Savita was admitted in a medical college in Chhattisgarh with antepartum 
haemorrhage, which would again have warranted immediate intervention, but was operated on 
only after 8 hours - she developed PPH after the surgery and died 12 hours later (S No. 76). 


@ 3 Archana of Chhattisgarh, who had a home delivery and developed seizures five days later, was 
taken to a CHC. The nursing staff was unable to locate appropriate medication for the woman, 
and she was referred to the medical college. Archana had to wait for the rooms to be cleaned 
early in the morning before she was seen, by which time she had died (S No. 98). 


Lack of emergency preparedness in facilities 


One of the reasons for the lack of emergency obstetric care was that health facilities at various levels seemed 
poorly prepared institutionally to manage emergencies. There seemed to be no protocols for triaging and 
prioritizing women seeking care in an emergency. Women often had to wait to be seen in spite of arriving in 
facilities inan emergency situation with complications. 


@  Raziya delivered her second child in a PHC in West Bengal and was referred to the medical 
college hospital with post-partum haemorrhage. She had to wait 20 minutes before being seen 
by the doctor (it is common knowledge that a woman can lose upto 500 ml of blood per minute 
during PPHand that PPH can killin 2 hours) - she died soon after (S No. 60). 


Delays in initiating treatment often served to worsen an already bad situation. 


@ Geeta (see first paragraph of this section), who had to wait 8 hours for a caesarean, probably 
ruptured her uterus while being admitted and waiting in the district hospital for a caesarean 


section. 


. hage 
@  InSavita's case (see first paragraph of this section), failure to treat the ante-partum haemorrhag 
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promptly could have contributed to the post-partum haemorrhage. 
repared to even do what was possible at their level in the event of 


an emergency. Women often went from facility to facility without being given any pliiis aghesiite nm 
aid. contributing to further delay. Even where initial stabilization could have been done 1 ss 

facilities, this was not done. Women with bleeding were sent off without standard treatment suc as S : 
fluid replacement, a loading dose of magnesium sulphate was not given to women pis weit ei 
were many problems common across states and across all levels of health facilities: for examp e, ailure to 
initiate primary care to stabilize the woman, absence of emergency transportation vehicles which led to 
further delays while families hunted for private vehicles in emergency situations, and failure to accompany 
women in their journey to higher centres to ensure continuing care. This is discussed in more detail in 


In addition, facilities often did not seem p 


chapter 7. 


Failure to treat maternal complications promptly also meant poor outcomes for the baby. Out of the 124 
women, 82 died after delivery of the baby. Of the babies born to mothers who died, 22 were stillborn and 12 


died within the first week of life. 
Inadequate and inappropriate treatment during emergency 


After many delays as narrated above, in cases where finally treatment was initiated, it often seemed to be 
inadequate. Many narratives suggested that standard protocols were not followed and the treatment was 
often inappropriate or inadequate. 


Standard management of severe pre-eclampsia and eclampsia requires that the woman be delivered as soon 
as possible. There was however several hours, even days, of delay in delivery in these cases, probably 
significantly contributing to these women's deaths. 


@ = The case of Mina in Jharkhand is one such case. She was admitted with eclampsia in a district 
hospital in Jharkhand and later referred to a medical college in neighbouring Bihar after 4 hours 
after being given some injections (probably magnesium sulphate). Mina delivered at the 
medical college after two days and died soon after - her life may have been saved if the delivery 
had been hastened through a caesarean section (S No. 28). 


Similarly, treatment seemed inadequate in cases of excessive bleeding, whether ante-partum or post- 


partum haemorrhage. Adequate treatment of shock did not seem to have been done and blood transfusion 
was often inadequate. 


@ = Rani, who delivered her first baby in a CHC in Jharkhand, was referred with PPH to the district 
hospital where she was given some injections and IV fluids. She was then referred further to a 
medical college in Bihar 70 km away, by which time she was unconscious. What treatment, if 
any, was given on the way is unclear. Though she remained admitted in the medical college 
hospital for 3 days, she was given only two units of blood. Clearly both fluids and blood were 


very delayed and inadequate for the estimated magnitude of loss which necessitated further 
referral even froma district hospital (S No. 11). 


Rekha and Uma both delivered in sub-divisional hospitals in Odisha, developed post- partum 
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haemorrhage and died within two hours in the same facility, suggesting that the haemorrhage 
= 
as not managed adequately. It is noteworthy that a sub-divisional hospital is designated to 


provide at least BEmOC level care, which would include at least initial management of 
haemorrhage and referral ifnecessary (S Nos. 54 & 57). : : 


Poor standards of care in facilities 


In addition to the poor quality of care that women were faced with during an emergency, some of the 
narratives seemed to bring up poor adherence to standards of care in general in all levels of facilities across 
states. 


All seven of the women who died of sepsis had institutional deliveries. This points to either poor adherence 
to sterile precautions during labour and delivery, or failure to identify and treat appropriately women who 
were at high risk for sepsis, for example those with prolonged rupture of membranes. 


Irrational practices like augmentation of labour with intramuscular oxytocin also seemed prevalent. It is 
well known that this practice can have severely negative consequences for both the mother and the baby. 


@ $$ Ranjana was admitted in a CHC in Rajasthan in labour, given 8 to 10 injections to augment the 
pains and finally was taken to a private hospital where she had a caesarean section and delivered 
a stillborn baby. Jt is well known that unmonitored augmentation of labour can cause 
excessively forceful uterine contractions that can result in birth asphyxia and stillbirth. She 
died subsequently of sepsis, probably related to the prolonged duration of labour (S No. 118). 


@ Similarly, Savitri was given 4 injections in a CHC in Chhattisgarh by a nurse to augment labour. 
When her pains stopped (this could be asign that her uterus had ruptured), her family took her to 
a private hospital, where her condition worsened and she died undelivered (S No. 96). 


Systemic neglect 


Many of the narratives revealed stories that do not fit with responsible behaviour of a health care 
professional. These could be seenas wilful neglect of women ina situation of medical emergency indicating 


pervasive callousness within the health system. 


For example, two of the 124 women seemed to have died without even being attended to in spite of reaching 


a facility. 


@ Lakshmi went to a CHC in Odisha after being in labour for over eight hours in ber third 
pregnancy. She was notseen for over an hour because the doctor was resting, and she died before 


he arrived (S No. 55). 


@ Sudha was carried in a bed sheet while in labour and then transported by the ‘108! amibelaete 
facility to a taluk hospital in Gujarat. No doctor was present; she was given an injection by a 
nurse and left unattended, and was found dead sometime later (S No. 8). 


; : : . cas ies, 
Some other women were attended to too late even when they reached institutions 1n critical emergenc! 


because of reasons well within the control of the individual health care provider. 
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| after delivering in a District Hospital in Uttar Pradesh was not 


@ Amita who developed PPE hifts and died soon after 


attended to by nurses or doctors as it was the time to change duty s 


delivery (S No. 67). 


@ Sumitra delivered in a PHC in Rajasthan. Both the ANM and nurse who attended to her left for 
home within % hour after her delivery and before the nurse on the next shift had arrived. When 
Sumitra started bleeding soon after, there was no one to attend to her. The family phoned the 
doctor repeatedly in desperation; the doctor did not stay on the PHC premises and arrived one 
hour later and referred Sumitra to the medical college 40 km away. Since the PHC did not have a 
vehicle, the family was forced to spend time arranging a private vehicle for the journey. Sumitra 


died enroute (S No. 120). 


In the above instances, one needs to acknowledge that it is possible that there were genuine reasons for the 
health care provider to act as he/she did - for example, the doctor in Lakshmi's case may have needed the rest 
after long hours of work - but the fact remains that the system needs to be managed better and protocols need 
to be in place to make sure that patients get attended to. The system has an obligation to prioritize saving 


women's lives above everything else. 


Blood acritical gap 


Blood transfusion can be a lifesaving medical procedure in certain medical emergencies like haemorrhage 
and shock. Also, women with severe anaemia in late pregnancy may need blood transfusion. Blood seemed 
to be unavailable in emergencies. In the narratives, it was seen that in situations of emergency, blood 
transfusion was either delayed or inadequate this was because the responsibility of arranging for blood was 
seen to be that of the family's, rather than the responsibility of the facility to maintain a critical emergency 
supply that the facility had to ensure was available and could be provided without delay. Families of the 
deceased women often had to pay large sums of money in addition to actually locating donors at short notice 
to arrange for the blood. 


® = Baisi of Jharkhand was referred to a medical college in Bihar with a malpresentation; the baby's 
hand had come out. She had a caesarean there, but Baisi died soon after one unit was transfused 


and before the second could be arranged. Baisi's husband reports having donated his blood both 
times (S No. 27). 


° Chandra who had PPH after a twin delivery in a medical college in Chhattisgarh was transfused 
with only two units after delivery and died 12 hours later (S No. 73). 


4 sale was admitted ina civil hospital in Assam in the fifth month of her second pregnancy with 
bleeding. Her family was told she needed a D&C and was asked to arrange blood. By the time 


they managed to do so, the doctor had left, so Salma could not receive the transfusion and she 
died soon after (S No. 89). 


We see that Emergency Obstetric Care 
has gone in, was extremely inadequate 
of a dire emergency, were left com 
with their lives for this lack of care 


, acritical intervention into the provision of which much investment 
- thus, women who bore great hardship to reach facilities in the event 
pletely to fend for themselves in life threatening situations, often paying 


— 
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Chapter 6 


Antenatal and post-partum care: 
absent or inadequate 


While women and their families faced poor quality of care when they went to facilities, the quality of 


community-based services did not seem any better. Here, we highlight some of the gaps in communit 
based services like antenatal and post-partum care. . 


Absent or inadequate antenatal care 


The World Health Organization recommends a minimum of four antenatal care visits for women with low 
risk pregnancies. (26) While antenatal care by itself cannot prevent maternal deaths, it can help in very 
specific ways. In settings where anaemia continues to be highly prevalent in pregnancy and contributes to a 
significant proportion of maternal deaths, antenatal care can help in diagnosing and treating anaemia before 
childbirth. In addition, antenatal care can help screen women who have certain risk factors and need closer 
monitoring and care like those with sickle cell anaemia, malpresentations, previous caesarean section or 
previous obstructed labour. The antenatal care session can also serve as a space where the woman and her 
family are provided information and counselling regarding birth preparedness and emergency readiness. It 
canalso serve to foster the trust of the woman and her family in the public health system. 


Under the National Rural Health Mission, a community-based fixed day antenatal care model has been 
implemented in the form of 'Village Health and Nutrition Days'. However, narratives from the families 
showed that many women either did not receive antenatal care, or received care that was of very poor 
quality. 


@ Atleast 12 of the 124 women who died had not received any form of antenatal care at all. This 
included an ASHA herself in Jharkhand who subsequently had a home delivery and died of PPH 
(S No. 36). 


@  Inmany others, antenatal care was restricted to receiving tetanus toxoid injections or iron folic 
acid tablets. Even here, the full count of 100 tablets was not given and several families reported 


that the women were given 10-50 tablets only. 


Anaemia has been recognized as a major problem and a significant contributor to maternal mortality. The 


gaps in dealing with anaemia are detailed separately in Chapter 9. 


Absence of post-partum care 


As regards antenatal care, there seemed at least some notional effort at providing it. But post-partum care 
seemed completely absent both in the facility and in the community. It is well known that most maternal 
deaths occur in the first week of the post-partum period. (22) Of our sample of 124 deaths, 82 deaths took 
place in the post-partum period, with 52 of the post-partum deaths happening in the first 24 hours after 
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delivery. However, post-partum care was fo 


und to be highly inadequate. 


Post-partum care in facilities 


Post-partum care largely seemed to be absen 
and families left to fend for them in the case o 


t in facilities and women were discharged soon after delivery 
f any complication. It seemed as though health care providers 


abdicated their responsibility once the woman had delivered. 


+ 


Sayeeda delivered her fifth child in a Block PHC in West Bengal and was discharged and sent 
home in less than 24 hours after delivery. When she developed fever on the third day, her family 
took her to an informal practitioner for treatment. Puerperal sepsis, or infection of the pelvic 
organs, is usually caused due to lack of proper asepsis during delivery and symptoms occur 24 
hours after delivery as in this case. She was finally taken to the medical college when her 
condition worsened on the eighth day, and died soon after (S No. 59). 


Sharifa delivered her third child ina civil hospital in Assam. Her family was asked to arrange for 
blood. It is not clear whether the facility made any efforts to arrange for blood, but, since the 
family could not arrange for blood, she was taken home on the fifth day. She died that evening, 
indicating that she was sent home in spite of being ina serious condition (S No. 91). 


The case of Sarita from Chhattisgarh amply highlights how post-partum care is highly neglected 
even when the woman continues to be in the facility. Sarita delivered normally in the medical 
college, but her baby needed to be admitted in the NICU. Sarita herself was discharged on the 
second day after delivery and stayed outside NICU in order to look after her baby. When Sarita 
developed fever on the third day, she was readmitted in the postnatal ward, but no treatment was 
initiated. Her family got her medicines from the medical store. She was attended to only after 
she fainted on the seventh day, but by that time it was too late and she died soon after (S No. 95). 


Post-partum care in the community 


While post-partum care seemed inadequate in facilities, the situation in the community was worse. Once 


the woman was discharged home from a facility, there seemed to be no system of following her up and 
providing any care to her. 


4 


Shanti went to a private practitioner in Panchmahals district of Gujarat with breathlessness and 
loss of foetal movements. She was diagnosed to have an intrauterine foetal death and referred to 
the civil hospital. Since there was no doctor there, her family took her to two different private 
hospitals before she was admitted in one and delivered a stillborn baby. After she was 
discharged and sent home, no care was provided. She developed bleeding on the fifth day. 
Delayed or secondary PPH that occurs after 24 hours is usually caused by uterine infection, 
— because of retained placental fragments; post-partum care is important to identify early 
signs of infection like fever, foul smelling discharge, large size of uterus, thus indicating 
treatment before catastrophic bleeding sets in. The next morning, an ambulance (108) was 


called to her home, and she was carried three-quarters of kilometre to reach the ambulance ona 
bed sheet when she died (S No.7). 
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Tina, a 22-year-old woman delivered her first baby at home in Godda district of Jharkhand 
Eight hours later, she had what seemed to be convulsions, and the family called the ASHA to ine 
her. The ASHA however did not take the problem seriously. The ASHA's attitude towards the 
convulsions reveals her ignorance of post-partum complications and raises questions about 
ASHA training. The family then pawned some jewellery to hire a private vehicle and took her to 


two different hospitals without receiving any treatment before reaching the district hospital 
where she was declared dead (S No. 22). 


Both these cases highlight the lack of any form of care in the community after childbirth and the inadequate 
training of front line workers in recognizing post-partum complications. 


Thus, services like antenatal care that screen and prepare for complications during pregnancy and post- 
partum care that could help identify life threatening problems early were found to be grossly inadequate and 
of poor quality. That much investment has gone into both these components under maternal health 
programmes of the NRHM is noteworthy. 


Z9 


Chapter7 


Referrals and emergency transport: 


women's harrowing journeys in search of care 

Ne, aren inte meme 
Of the!124 maternal deaths documented in this report, only 20 women did not seek any form of care when 
they experienced an obstetric emergency. The rest attempted to seek care in a health facility and died either 
in a facility or on way to it, or in the case of 12 women, at home after returning from a facilitywhen deciding 
not to seek any further care. However, these stories of women's efforts to seek care reveal that they were 


shunted from facility to facility receiving little care during the process. 


Of the 124 women whose deaths form part of this report, 36 women visited three or more facilities seeking 
care when they were faced with an obstetric emergency, with one woman visiting as many as 7 facilities in 
search of care. Inaddition, 36 more of the 124 women visited two facilities before they could get care. 


Facility to facility in search of care 


Women were referred from one facility to another, often several times, and sometimes even when the 
facility should have been able to manage that condition. 


® Rani, a23-year-old woman from Godda district in Jharkhand delivered her first child ina CHC. 
She had PPH after that. It is not clear what initial management was done in the CHC, but she was 
referred to the district hospital. She reached there three hours later and was given some 
injections and IV fluids, however the bleeding persisted, and she was therefore referred to a 
medical college in a neighbouring state 70 km away. We note that a district hospital is 
designated as a CEmOC centre, capable of managing PPH, the commonest obstetric 
complication. The inability of this district hospital to fulfill requirements for a CEmOC centre 
means there is no facility providing CEmOC in the whole district. By the time Rani reached the 


medical college, she was already unconscious and died three days later despite treatment (S No. 
11). 


Often, as they were asked to go toa higher facility a considerable distance away, families chose to seek care 
at a private facility nearby. These private facilities either refused to admit them or at other times, began 


ireatenent, but referred the woman toa public facility when her condition worsened further. This has been 
described in more detail in Chapter 8. 


No obstetric first aid in lower facilities 


It " well known that in most obstetric emergencies, even if a health facility does not have the necessary 
facilities to manage the condition, initial care can be provided that would stabilize the woman before 
definitive treatment can begin. For example, the simple act of starting an IV line and giving IV fluids ina 
ice of haemorrhage, ot giving a loading dose of Magnesium Sulphate in a case of eclampsia can be life 
saving even when a woman presents ina lower level facility, and these are part of standard clinical protocols 
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including those from Government of India. (27,28) In spite of this, what seemed remarkable f , 
families' narratives was that when women presented with an obstetric emergency at a a ee pn om the 
was almost always no initial care given before they were referred further. In some cases, wo an oe 
even seen by the health provider, but sent away before they could get out of the vehicle ae 


@ Baniya, a 26 - year-old adivasi woman from Godda district in Jnarkhand was pregnant with her 
fifth child when she started bleeding heavily in late pregnancy. Her family carried her ona cot to 
a mission dispensary about | km away, however no doctor was there. Her family then arranged a 
private vehicle - this took three hours - and then took her to a mission hospital 20 km away. From 
here, she was referred to another mission hospital in the district headquarters, from whee she 
was again sent to another mission hospital in the neighbouring state 70 km away - by the time 
treatment could begin here, it was too late and Baniya died. No care was provided in any of the 
four facilities in which she attempted to seek care. In fact, Baniya did not even get out of the 
vehicle at these facilities. Baniya's life may have been saved even after she started bleeding if 
she had been given IV fluids on her way to the final hospital (S No. 14). 


@  Simli, anadivasi woman from Jharkhand developed eclampsia in her first pregnancy. When she 
started having seizures, her family first called a traditional healer and then a local practitioner 
who gave some injections. Since her condition showed no improvement, the Mamta Vahan was 
finally called six hours after the onset of the seizures. The vehicle came two hours later. She was 
taken to a CHC 35 kms away, but was further referred without any treatment to the district 
hospital 40 kms away. By the time she reached there, it was already ten hours since the seizures 
began. At the district hospital, Simli was further referred to a medical college 70 km away, but 
since the family expressed inability to take her that far, she was admitted and given some 
injections, but died soon after. Again in this case, MgSO4 could have been started at the CHC 
thus avoiding a further delay of 3-4 more hours before Simli reached the district hospital (S No. 
ix): 


@ Very similar to the above story is that of Bhagmati from Dumka district of Jharkhand. She 
started having seizures eight months into her first pregnancy. She was taken to a sub-centre 
close by in a tempo, but referred further from there to a CHC 14 km away and then toa medical 
college 81 km away. Her family however took her then to a private hospital 29 km away and then 
to another 52 km away, in both of which she was refused care - none of these facilities she visited 
initiated any treatment. She was finally taken to the medical college where she died before 


delivery (S No. 29). 


@ TherearesimilarstoriesinS Nos. 37, 98, 101, 105. 
Lack of accountability during referrals - the woman reduced toa football 


Another theme throughout the narratives was the lack of accountability to the woman when referring her. 
The public health system did not seem to be functioning as one unit where, ifa wonien entered the wie ¥ 
any point, the system assumed responsibility for her care. In an ideal scenario, such a pager “ft 
responsible for ensuring initial management of the woman, providing transport for her to reach a hig 


;' rovider at 
facility quickly, ensuring continuing care during the transit and handing her over toa responsible p 
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hese referrals happened, it seems that health providers 


the higher facility. In fact, the way in which many oft 
lest she die there and her death was added to 


were actually ensuring the woman left their facility quickly 
their records. 

ctices that have been tried as part of referral protocols - the accompanied 
woman who is referred is accompanied by a health care worker, is 


nreceives continuing care even during transit and throughout the 
transfer to a higher facility. The stories above show however that this was not practised in any of the areas 
where these deaths were documented. In fact, from the stories it would seem that what was happening was 
at all, butakicking of the woman likea football from facility to facility. 


There have been certain good pra 
transfer protocol of Tamil Nadu, where a 
one such (29). This ensures that the woma 


not referrals 


Some of the stories that highlighted this lack of accountability are recounted below. 


@  Garli delivered in a CHC in Rajasthan and had a retained placenta. When she was referred to a 
higher facility after a delay of 2% hours, she was not provided a vehicle though she was 
bleeding, nor did any health care provider take responsibility to accompany her. By the time her 
husband arranged money and gota vehicle to transport her, another 1’ hours had elapsed. Garli 
died on the way to the higher centre (S No. 115). 


Figure 8 Garli's journey 


Died on the way to higher centre 


@ Inthe case of Sumi 
her to ies caine wae developed PPH in a PHC in Rajasthan, the medical officer referred 
iidienine corosn ni without providing a vehicle; neither was any attempt at initiating and 
ade. The delay proved costly and Sumitra died en route (S No. 120) ; 
. 


Kanta of Godda district j 
a district in Jharkhand delivered her first child in a sub-centre. She started havin 
; in 
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severe abdominal pain % hour after delivery. She was sent ina Mamta Vahan to the CHC ] 

away. Several ANMsalso got into the vehicle but all of them got offon the way at vt h _ 
nobody was with her when she finally reached the CHC. No referral note ne aes ; ai 
so the CHC refused to treat her and referred her further to the district hospital 20 ni = F . 
district hospital where she reached 3 hours after delivery, the family did not ecto wel : nt 
her, and while they desperately tried to enquire where to go, Kanta died in the vehicle en : : 
family did not want a post-mortem, so they brought her body back home hastily (S No 26) zh 


@ Anita's story has been narrated earlier - when Anita, known to be suffering from sickle cell 
anaemia, went to a PHC in labour for her first delivery, her cervix was already fully dilated 
However, she did not deliver in the next five hours though an episiotomy was given. When Ps 
was finally referred to the district hospital, she was already unconscious. However, no health 
provider accompanied her and she was declared dead on arrival at the district hospital, probably 
due to complications of obstructed labour (S No. 45). 


@ Ratna was admitted for her fifth delivery ina CHC in Lucknow district of Uttar Pradesh. While 
initially her family was told she would deliver in a couple of hours, she had not delivered even 32 
hours later. The doctor then examined her and said the baby was in breech position; because 
initially the doctor refused to deliver the baby because it was complicated, the family paid the 
doctor Rs. 5000 to conduct the delivery. After a difficult breech delivery, Ratna started bleeding 
heavily. The doctor then arranged for a private vehicle so that the family could take her to the 
medical college, though no health provider accompanied Ratna and no details are available on 
what treatment was provided before referral. Ratna was found to be dead when she arrived at the 
medical college (S No. 63). 


@ Roshni of Banda district in Uttar Pradesh was pregnant with her third child. In a previous 
pregnancy, she had had a stillborn baby and also a retained placenta. In this pregnancy, she had 
had only one antenatal check-up at a private nursing home, where though an ultrasound was 
done, no measurement of blood pressure was done. When Roshni went into labour, she was 
taken to the local sub-centre twice, but since it was found to be locked, she finally delivered at 
home with the help of a dai’. This time too, the placenta did not come out. Five hours later, 
Roshni was taken by a tempo to the CHC 11 km away. There, according to the family, the nurse 
removed her placenta piecemeal and then when she started bleeding heavily, referred her to the 
district hospital 30 km away. In spite of Roshni's condition, no vehicle was provided and no one 
offered to accompany her to the higher centre. In fact, Roshni was sent out of the CHC while her 
family tried to arrange a vehicle to take her to the district hospital. She died outside the CHC 
while waiting for the vehicle (S No. 69). 


Many families' narratives highlighted that the responsibility of seeking care and arranging for treatment 


was transferred to the families in these emergency situations. 


was forced to go back to his village to arrange 


@ In Garli's case highlighted earlier, her husband 
g with aretained placenta (S No. 115). 


money fora private vehicle when she was bleedin 


_——aa7=o ae 


18 Traditional Birth Attendant 
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ed ina Civil Hospital with anaemia but referred to 
finally took her ina private vehicle - 
|, where she underwent a caesarean, 


@  PremaofDahod district in Gujarat was admitt 
the District Hospital when she started bleeding. The family 
no vehicle was provided by the hospital - to a private hospita 


but died soon after (S No. 2). 


Families’ desperation: women going home to die 


Experiences like those narrated above left families desperately hunting for care often moving from facility 
to facility, sometimes public, at other times private. It needs to be understood here that as stated earlier, 
several of the women who died came from marginalized communities that face resource limitations and are 
not used to encountering the health system. In such circumstances, some families took the woman home in 
between to arrange for money to go to another facility, thus contributing to further delay in care. In a few 
cases, families narrated how this whole process disheartened them and they finally took the woman back 


home as their hunt for care proved futile. 


@ Urmila was a 32 year old adivasi woman from Panchmahals in Gujarat. She was a migrant 
worker in cotton mills and had a past history of tuberculosis. This was her fourth pregnancy in 
which the only antenatal services she received were tetanus toxoid and ten iron folic acid tablets. 
When she developed breathlessness in the eighth month, her family first took her to the local 
PHC on a motor bike. From there, she was referred to the taluk hospital. Although the 108 
service was arranged to transport her, she had to be taken 3 kmacross ariver ona bike to reach the 
108 pick-up point. From the taluk hospital, she was referred further to the district hospital. Here, 
the doctor told them he would not be available at night, so the family took Urmila to a nearby 
private hospital. However, she was refused care here and told to go to a higher facility, so the 
family took Urmila back home to arrange for more money. The journey home was by achakda”’, 
a bus and finally a rickshaw. It took 3 days for the family to arrange the money by which time 
Urmila's condition had worsened. This time, the family decided to take her to a private hospital 
in another town - she was refused care there and in another private hospital where she was taken 
next. So the family arranged for a private ambulance and took her to the medical college 
hospital. She was admitted there and investigations were done, but the next morning, the doctor 
told them that treatment at the medical college would not be possible and that she should be 
taken to a private hospital. At this point, Urmila's family gave up and decided they could not 
afford any more care and decided to bring her back home, where she died that night. She had 
been to seven different facilities over five days with no definitive care given, even in tertiary 
level public institutions (S No. 4). 


eee 
9 , 
bP Ameiapation of « twctonbike with « Passenger compartment attached and used for transporting people in parts of rural Indi 
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Figure 9 Urmila's journey 
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Soni of Dumka district in Jaarkhand was taken to a CHC while in labour, but was referred from 
there to the district hospital because she was found to be anaemic. No vehicle was provided 
though she was given Rs. 500 as travel support. Her family however took her back home to 
arrange more money. She started having seizures that night at home, so her family called a 
Mamta Vahan which took her to another CHC. She was given some injections and IV fluids there 
but was referred to the district hospital the next morning. Her family hired a private vehicle for 
Rs. 600 to take her to the district hospital. At the district hospital, she was admitted and given 
some more injections, but that evening, her family was told to take her to a higher centre. The 
family again took her home to arrange more money, spending Rs. 1200 for the vehicle. They then 
took her to atown 58 km away in another direction as they felt the public system was not treating 
her adequately. They approached 2-3 private clinics there which refused to take her in before 
getting her admitted in a private hospital. This journey, by a private vehicle cost, them Rs. 2500. 
Soni underwent a caesarean operation at the private hospital, but became unconscious the next 
day. When the hospital referred her further on the third day, the family, which by now had spent 
Rs. 25000 and mortgaged land, decided to take her back home. Soni died on the way home (S 


No. 30). 
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Figure 10 Soni's journey 
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Examples of good practice 


ia ie suamilies' narratives reflected failures in our maternal health care system as described above, we 
ould also like to highlight two cases of good practice during referrals that we documented. 


Shyamala, a mid-day meal in charge in Panchmahals of Gujarat, had had a caesarean section 


oh her first delivery and was pregnant with her second child. She went into pre-term labour 
di heccan Pa was diagnosed to have an intrauterine foetal death at a private hospital 
Spuiativetlecdier « a section. The surgery lasted six hours and because of excessive intra- 
referred to ‘iets as oon, nected to ve performed. She was given two units blood, and 

private hospital in the district headquarters in an ambulance. A nurse 


accom ) iti 
“eur panied her and an additional two units of blood and two units of plasma were given in the 
ulance. Shyamala, however, died in transit (S No. 5). 
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@ The narrative in S No. 111 from Gujarat also highlights how a doctor and nurse accompanied a 


woman in the ambulance toa higher centre. 


Emergency transport - delays and refusals 


It is well known that delay in arranging for transport is crucial in the pathway to maternal death, and this i 
the major contributor to the second phase delay of the 3 delays framework.(25) One of the ke . . an this is 
of the National Rural Health Mission's focus on maternal health has been the effort to ini wide 
transport to pregnant women to reach facilities without such delay. The public private paar 6 may 
Emergency Management and Research Institute (EMRI]) that runs the 108 ambulance services in several 
states has been one such effort. (30,31) In addition to this, several states also have state sponsored ee 
like the Mamta Express or Mamta Vahan, that contracts in private vehicle owners to provide transport 
services for pregnant women. (32) In addition, the Janani Sishu Suraksha Karyakram has now made 
ana both to the facility and back home free at the point of service for the pregnant woman and her 
infant. (10) 


In spite ofall these efforts, we found that there was significant 2™ phase delay in at least 40 of the cases in this 
sample. Narratives of the families’ of the women who died brought up issues with transport repeatedly. 
While there was difficulty in getting vehicles to transport women from one facility to another as described in 
the previous section, families often also narrated that they faced difficulties in getting designated 
ambulances or vehicles to come to their homes to pick up women during an emergency. Often, the vehicle 
did not arrive within the promised 30 minutes, but came much later, leading to delay in transporting the 
woman to hospital. 


@  Forexample, Simli's family in Poreyahat in Godda, Jharkhand, was told by a local practitioner 
to take her to the hospital after she did not respond to treatment of convulsions in late pregnancy. 
However, the Mamta Vahan arrived only two hours after it was called. This compounded 
multiple other delays and she died later in the District Hospital (S No. 17). 


@ When Kanti in Gadchiroli district of Maharshtra went into labour, the ambulance did not arrive 
for three hours. As a result, her mother had to conduct the delivery at home. She developed PPH 
for which she was then taken to hospital. She subsequently died on the 39" day after delivery (S 


No. 46). 


@ Similarly, Roma in Chirang district of Assam delivered at home because the ambulance did not 
arrive on time. She finally died of severe anaemia 7 days later (S No. 81). 

@ Sudha from Dahod district in Gujarat had to wait two hours for the 108 to arrive after she started 
having labour pains. Even then, she had to be carried % km ina bed sheet to reach the ambulance 


(SNo. 8). 


ough vehicles to cater to the demand in a particular 


These delays could also mean there were not en 
y vehicles. 


geographic area. There were also issues in the maintenance of these emergenc 


@ For example, Krishna in Bharuch district of Gujarat delivered at home and started bleeding 


37 


108 was called, the family learned that it was away on another case. 
0 km away and this arrived 14 hours later. By this time, 
the CHC, the 108 took her to a private 


profusely. When the 
Therefore, another 108 was sent from 7 


Krishna was unconscious. Since there was no doctor in 0 
hospital where she was admitted and transfused blood. When her condition worsened the next 


day, she was referred to another private hospital and next to the medical college. However, the 


g her to the medical college broke down on the way. Though a doctor and nurse 


108 transportin 
e they finally reached 


had accompanied her, they had to wait for another 108 to come - by the tim 
the medical college, Krishna was already dead (S No. 111). 


Families also narrated instances of ambulances refusing to come, especially at night. 


@ Anjum in Darang district in Assam developed a severe headache one night in late pregnancy. 
However, the 108 refused to come as it was night time. She was thus forced to deliver at home. 
Anjum developed seizures and bleeding soon after the delivery and died at home before the 


family could arrange another vehicle (S No. 86). 


@ The family of Sharifa, also from Darang district in Assam, reported that the ambulance had 
refused to come when they called for it when she started labour pains (S No. 91). 


@ Similarly, when Beni's family called for the Mamta Vahan in Jharkhand because she started 
having seizures, it refused to come as it was in the night (S No. 12). 


Some families also mentioned that the Mamta Vahan only came when called to transport women for 
deliveries and refused ifit was called for an obstetric complication. 


@ When Sikha in Godda district of Jharkhand started having seizures during late pregnancy, the 
ASHA called the Mamta Vahan, but it refused to come citing that it was to be called for only 
deliveries. Sikha died before a private vehicle could be arranged (S No. 15). 


Out-of-pocket expenditure 


aeaternal health care services in public health facilities are supposed to be free, and with the launch of the 
+e 7m Sur $e Karyakram on 1" June, 2011, free at the point-of-delivery services are guaranteed 
date Seanad post-partum period. (10) Our documentations did not specifically collect 
eis shedte: Pp , expenditure. However, several families reported spending money on transport, health 

, cines and informal payments. In some cases, this amount was large - from tens of thousands to 1.5 


lakhs in one case. § ili 
. Some families als , 
loseckeare 0 reported selling assets like cattle and mortgaging land to raise money 


While it mayb 
y S€ argued that some of this expenditure was incurred in seeking care from private facilities, as 


inted out in the earlie ; 
po r section, lack of care in public facilities igni pu 
“it , was a significan hed 
families to seek care in private facilities. ee ee 


Thus, we 

ioe erie 2 women and their families made efforts, sometimes desperately, to seek care 

unavailability and delays a However, the lack of accountable referral systems and protocols and 

women died either in fa . oa ace tied oe resulted in situations where in spite of seeking care, 
cilities or during transit. Thus these deaths could have been completely avoided. 
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Chapter 8 


Services in the private sector: 


fulfilling a need, but poor quality 


The narratives of the women's deaths suggested that in their desperation to get some form of care in the face 
of an unresponsive public health system, families often went to private providers. These could be forma! 
providers or informal practitioners. This use of private providers varied across states. In Gujarat, women 
seemed to be taken to private hospitals and nursing homes more often than in other states, nenhehieloiheal 
of the Chiranjeevi Yojana. In Rajasthan too, the use of the private sector seemed high. In states like Odisha 
and Chhattisgarh, the use of formal private providers seemed less frequent. The private providers in these 
states were largely informal practitioners who made home visits, and gave injections, IV fluids or in one 
case, even blood. In Jharkhand, it was mainly mission hospitals that seemed to constitute the private sector 
in the narratives. There also seemed to be a very high reliance on traditional healers in these states as also in 
Uttar Pradesh and Bihar. In Dibrugarh district of Assam, tea estate hospitals constituted the private sector. 


Families reported taking women to private providers, formal or informal, for different reasons. In some 
cases, there had been no staff in public hospitals forcing them to seek care elsewhere; in some others, they 
were referred from public facilities to higher centres at considerable distance, prompting them to seek care 
instead in the private sector closer home. In other situations, families felt that the quality of care in the public 
hospitals was poor and that they would get better care in the private sector. 


Poor quality of care in the private sector 


There were however several issues with the quality of care being provided by these private sector providers. 
Many families reported being turned away or refused by private providers when they went with women ina 
critical condition. They often had to visit several private providers before anyone would agree, if at all, to 
admit the woman and treat her. 


@ Asha delivered her first baby in a PHC in Uttar Pradesh and started bleeding. The nurse picked 
this up only after one hour and referred her to the district hospital 10 km away. Her family 
decided to take her to a private clinic close by, but the clinic refused to see her. She died on the 


way to seek care at another private facility (S No. 64). 


@ Reshma in Jharkhand developed swelling in the face, hands and feet in late pregnancy. The 
ASHA took her to the CHG, but since no lab facilities were available at the CHC, she went toa 
private clinic. When Reshma later became severely breathless, her family sought care in several 
private facilities in the district headquarters, only to be turned away - by the time they finally 
admitted her in the district hospital, there had been much delay and Reshma died soon after 


reaching the hospital (S No. 38). 


: ee 2558 ublic 
Private providers also referred women when their condition worsened after some initial treatment to p 


sector hospitals. 
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ati in Uttar Pradesh developed seizures in late pregnancy, her family 
ouring town, from where she was referred to 
another private provider in a town 8 km away. She was admitted here for 2 hours, given two 
injections and oxygen and then referred further to the district hospital. When she was admitted 
there, the family was told the baby had died inside and a caesarean needed to be performed, but 


Malati died before the surgery could be done (SNo. 101). 


@ For example, when Mal 3 
took her to a private practitioner in the neighb 


so questionable. The two women who died of blood 


The rationality of care in private hospitals was al 
: d were transfused blood for probably 


transfusion reaction both delivered in the private sector an 
unnecessary indications in the post-partum period (S Nos. 65 & 119). 


The general quality of care in the private sector also seemed poor. This combined with the lack of even any 
notional accountability of the private sector as compared to the public sector compounded problems - 
women were referred without initiating any form of primary care; providers refused that they had even 
cared for a particular woman. Five women out of the 124 developed complications after caesarean section - 
- four of these had caesareans performed in the private sector. 


@  Thecase of Kavita from Rajasthan is a case in point - a migrant labourer in a neighbouring city of 
Uttar Pradesh, she was taken to a private hospital in the city in labour when she was diagnosed to 
have twins with one in a breech presentation and advised caesarean. About 1% hours after the 
surgery, she developed complications that necessitated repeat surgery. When there were 
problems during this surgery, the doctors referred her to the medical college in the same city. 
Kavita died soon after being admitted in the medical college (S No.116). 


Informal practitioners 


In addition to facility-based private providers, informal private practitioners were another group that 
offered care. They seemed more accessible than public facilities for remote adivasi districts - in states like 
Jharkhand they were often called home during prolonged labour to give injections (S No. 22, 72), called in 
the post-partum period if there was bleeding or the placenta had been retained (S No. 36), and inthe case of 
antepartum complications like eclampsia or swelling (S Nos. 12, 15, 17,37, 38). 


® A noteworthy case is that of Manju, who was an ASHA herself in Jharkhand, who delivered at 


home, and had a retained placenta. The family called a local practitioner home, but she died soon 
after (S No. 36). 


The quality of care provided by informal practitioners, however, was highly questionable and they did not 
seem to recognize danger signs. 


° whee Nirmala of Chhattisgarh was taken to a PHC witha diagnosis of anaemia in the antenatal 
— and headache and chest pain, the nurse saw her and advised the family to take herto the 
| college. The compounder in the PHC however assured the family he could treat her at 

ome and for a fee. He reportedly arranged blood and transfused it at home. When she however 


developed seizures six hours later, he advised that she be taken to the city, and Nirmala did not 
survive the journey (S No. 79). 


ee 


Agen, 


Abortion services was another area where women seemed forced to seek care with the private sector. Of the 
five deaths due to unsafe abortion, three were induced abortions. All three women who lost their lives in the 
process of terminating an unwanted pregnancy went to unqualified providers - two to traditional 
practitioners and one to an ANM who provided abortion services in her home. Three of these five women 


sought care in public facilities when they developed a complication, but no definitive treatment was given 
to any of them, contributing to their deaths (S Nos. 68,71, 89). 
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Chapter 9 


Tackling anaemia 
Tacklinganaemia 


Anaemia was the cause of 22 deaths out of the 124 in this sample and a contributing cause in at least 4 more 
. . . 0 
deaths. The National Family Health Survey also shows a high prevalence of anaemia in pregnancy (58%) 


across the country. (23) Even so, detection and treatment of anaemia did not seem a priority during antenatal 


care nor was intra-partum management of anaemia adequate. 


Anaemia not addressed in antenatal care 


Estimation of haemoglobin and treatment for anaemia before delivery is one of the crucial components of 
antenatal care. Under the NRHM, a haemoglobin assessment is supposed to be done for all pregnant women 
in the community as part of the Village Health and Nutrition Day. (28) Many families in our interviews 
reported that blood tests were not done during antenatal care. Where families were able to show 
investigators antenatal cards, this was corroborated from these records. Even if blood tests (presumably 
haemoglobin estimation) had been done, the families were not informed about whether the results were 
normal. In some instances, families reported that they had been informed that the woman was anaemic, but 
apart from handing outa few iron folic acid tablets, nothing more was done to treat the anaemia. 


® Prema of Dahod district in Gujarat was diagnosed to be severely anaemic during her pregnancy 
with a haemoglobin of 2 g/dL. However, she was sent away from a private nursing home with 
just iron folic acid tablets. She subsequently developed antepartum haemorrhage and died (S 
No. 2). 


® Uma of Mayurbhanj in Odisha had been anaemic in a previous pregnancy and received blood 
transfusion. Even so, her haemoglobin had not been tested in this pregnancy. She eventually 


delivered in a sub divisional hospital and died within two hours of post partum haemorrhage (S 
No. 57). 


@ Nirmala of Chhattisgarh was diagnosed as severely anaemic in the VHND during her third 


pregnancy. However, no treatment was given. She subsequently died of eclampsia and severe 
anaemia (S No. 79). 


Even where some diagnosis was made of anaemia and treatment was begun, there did not seem to be any 
follow up mechanism to ensure adherence or monitor whether women were adequately treated. The need to 
educate women about the importance of anaemia and its treatment is borne out by the following narratives. 
However, as we will describe in the next chapter, there was no mechanism in place for this. 


® For example, Surekha, a 20-year-old adivasi woman in Godda district of Jharkhand was 


admitted in the ei ghth month with anaemia in the district hospital. When her family chose to go 
back home without the treatment, there was no follow up of her condition in the community. 
When she went into labour at term, she went to a CHC and had a normal delivery, but became 
unconscious after that. Surekha died while being taken to a higher centre(S No. 1 9). 
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Maina, an adivasi woman from Dahod district was found to be anaemic (haemoglobin of 8 g/dL 
during her first pregnancy. However, she was not given any iron tablets. After her deliv es 
private hospital, she was referred to the district hospital for blood transfusion, but ap: a 
decided to take her back home. There was no follow up from either the ial hospital po 


public health system to ensure she indeed went to the hi . 
gher centre for treatment. Sh 
way home. (S No. 6). oat. San cena 


Anaemia complicating labour and poor quality of care 


Given that there is high prevalence of anaemia during pregnancy and that there was inadequate diagnosis 
and treatment of the condition in the antenatal period, many women entered labour with already low 
haemoglobin that made any blood loss dangerous. It is also well known that women with moderate to severe 
anaemia need special care during labour and delivery so that they do not bleed excessively and that these 
women are at risk of cardiac failure in the hours immediately after delivery. However, the poor quality of 
care in health facilities seemed to mean that women didnot in fact receive such care. 


In at least 11 of the 22 women documented in this report who died of anaemia, cardiac failure seemed to be 
the immediate cause of death. These women could have been saved even at this stage if adequate medical 
management of the cardiac failure was available. In addition, anaemia compounded at least eight of the 
deaths that occurred due to haemorrhage and wasa likely contributing factor. 


@  Bhula,aged 20 years, from Dahod district of Gujarat was found to be anaemic when she went toa 
private hospital with breathlessness during her pregnancy - she was however treated only with 
IV fluids. She subsequently delivered a stillborn baby at the medical college hospital, 
developed severe breathlessness after delivery and died a few hours later (S No. 1 ). 


@  Hemaof Chhattisgarh was found to have very low weight (35 kg) and low haemoglobin during 
her pregnancy. It is not clear if she received any treatment for this. After her delivery ina private 
hospital, she developed swelling and breathlessness and also became very irritable. She was 
transfused one unit blood, but died within 12 hours (S No. 80). 


@ Thestoryof Uma from Mayurbhanj in Odisha narrated in the first paragraph of this chapter also 
portrays how anaemia untreated in the antenatal period could contribute to death from PPH (S 


No. 57). 


Anaemia untreated in the post-partum period 


rally also resulted in anaemia 
id itself cause maternal deaths 
nancies, thus initiating a 


It was also seen from the narratives that the lack of post-partum care gene 
being left untreated in the post-partum period. While untreated anaemia cou 
later on, a persistent, untreated haemoglobin deficit may also affect future preg 


downward spiral. 


er isan example ofsucha 


@  Thestory of Umahighlighted earlier in the first paragraph of this chapt 
enough to warrant blood 


vicious cycle. She had had anaemia in her previous pregnancy severe ii an 
transfusion. In this pregnancy, however, no haemoglobin testing was done to identity anaemia. 
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; ; hele S No. 
She subsequently died within two hours of delivery ina sub-divisional hospital of PPH ( 


57). 


Anaemia as part of multiple vuln erabilities 


Anaemia also coexisted with multiple vulnerabilities. Women with anaemia also were often a 
in multiple ways, were migrants, had other comorbidities like tuberculosis or lived in remote hamlets wit 
little access to services. These multiple vulnerabilities then reinforced each other cyclically to push the 


woman to death. 


@ Prema was an adivasi woman from Dahod, Gujarat who was pregnant with her third child. Both 
her previous children had died in their infancy. She migrated seasonally as a manual labourer 
and suffered from night blindness and anaemia. During the current pregnancy, she was found to 
be severely anaemic in a private hospital with a dangerously low haemoglobin level of 2 g/dL. 
She was however treated only with iron tablets. She later developed antepartum haemorrhage 
and went to five different facilities before she was admitted and operated on ina private hospital. 
Though she was given four units blood after the surgery, it was too late and she died a few hours 


later (S No. 2). 


@ Similarly, Urmila, an adivasi woman from Panchmahals in Gujarat, worked as a migrant 
labourer in cotton mills. This was her fourth pregnancy. She had delivered her first child at a 
construction site where she had been working and her next two children at home. She previously 
contracted tuberculosis but had completed treatment. Urmila had only one ANC visit at a PHC, 
but her haemoglobin was not checked and she was given only ten iron folic acid tablets. She 
finally developed breathlessness and sought care at multiple places before being taken back 
home and dying, probably ofanaemia and congestive heart failure (S No. 4) 


® Rupa lived ina resettlement village in Chhattisgarh as her village had been declared a tiger 
reserve. She was only 17 years old and pregnant with her first child. Since she lived in a 
rehabilitation village that was situated 10 km away from any road, she did not receive any 
services - no ANM ever visited the village nor was there an ICDS centre there. She was told she 
was anaemic during an antenatal check up with a local practitioner, but did not receive any 
treatment for it. She started bleeding after a home delivery by a dai and died before any vehicle 
could be arranged to take her toa health facility (S No. 99). 


Sickle cell anaemia and malaria: con textual issues that were not addressed 


[t has been well documented that certain areas in the country are endemic for malaria. Similarly, certain 
areas have been seen to have ahi gh prevalence of sickle cell anaemia. Both of these conditions can cause or 


aggrav ) . ; 
ae vate anaemia. This was also seen in some of the narratives. However, no special efforts seemed to be 
made in these high prevalence areas to address these issues. 


° | -—T ; 
Anita, : 22-year-old woman from Gadchiroli in Maharashtra, was diagnosed to have sickle cell 
anaemia during routine screening during her first pregnancy. However, no management plan 


was made for this. She subsequently died of obstructed labour, which was not diagnosed and 
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managed appropriately (S No. 45). 


@ Veena, a 23-year-old diploma holder from the same district, was known to have sickle cell 
anaemia, but she never informed her husband or marital family because of the stigma associated 
with it. Under pressure to reproduce soon after her marriage, Veena suffered from multiple 
problems during her pregnancy, including recurrent urinary infections and dengue 3 
condition worsened after a normal delivery in the district hospital - she was found to aul very 


low haemoglobin and low platelets - and died three days after childbirth in spite of receiving 
intensive care ina private hospital (S No. 49). 


@ Rita, a 16-year-old adivasi woman from Godda in Jharkhand was pregnant with her first child. 
She had malaria during pregnancy and also suffered from night blindness and swelling of her 
feet. She however received no antenatal care except one dose of tetanus toxoid. She developed 
eclampsia in the ninth month of pregnancy and was referred to a medical college in the 
neighbouring state of Bihar where she was delivered by a caesarean. She was weak and 
breathless after delivery and though she received 2 units of blood, her condition worsened on the 
tenth day and she died (S No. 18). 


The stories in this chapter thus highlight how an important issue like anaemia that requires interventions at 
multiple levels, including sensitizing communities to the complex needs of women during reproduction, 
remained totally unaddressed. 
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Chapter 10 


Women's unfulfilled need for information 


No information on birth preparedness or emergency readiness 


It has been pointed out in earlier chapters that antenatal care that is supposed to be provided in the 
community was found grossly lacking. In addition to the fact that this resulted in women not receiving 
adequate antenatal care, it also meant that there was no provision of information related to best practices for 
women and their families during pregnancy. It has been well established that birth preparedness and 
emergency readiness are ways to ensure a safe pregnancy and delivery. The stories of women who died 
however indicated that such preparation was lacking in many cases. 


@ Forexample, Sudha, an adivasi woman from Dahod in Gujarat, was in her fifth pregnancy and 
had had one previous stillbirth. Her multiparity and previous poor obstetric outcome would 
automatically make her at high risk for complications this time. However, she did not receive 
any antenatal check-ups at all in this pregnancy. No information was provided to her on the need 
for antenatal care, nor was any plan made for her delivery. In fact, the local ASHA did not visit 
her at all during her pregnancy. When she went into labour, her family called the 108 ambulance 
service. She had to wait for two hours for the ambulance to arrive and be carried in a bed sheet 
km to the ambulance pick up point. She later died in the taluk hospital without being seen by the 
doctor (S No. 8). 


@ The story of the ASHA herself from Jharkhand reveals such lack of planning and preparing for 
birth. Though this was her fifth pregnancy and two of her children had died in their infancy, she 
did not receive any antenatal care at all and had a home delivery. She died of bleeding from a 
retained placenta (S No. 36). 


Women and their families also seemed to lack knowledge of danger signs in pregnancy or what to do in the 
event of an emergency. This resulted in many families seeking the help of traditional healers or local 
informal practitioners when faced with life threatening complications, wasting precious time. The fact that, 
as narrated earlier, emergency transport vehicles refused to come at night or to transport women with 


emergencies and that private vehicles were difficult and expensive to arrange, compounded the delays 
further. 


@ Beni in Sunderpahari in Godda district of Jharkhand did not receive any antenatal care during 
her pregnancy. When she had fits during her eighth month, her family could not recognize the 
ominous significance of this. They spent time consulting a local practitioner and then carrying 
her to a nei ghbouring village to see a traditional healer. When there was no improvement in her 
condition after a few hours, the family finally decided to call for the Mamta Vahan, but it refused 
to come as it was ni ght.Beni died without going to any hospital (S No. 12). 


The story of Sikha, also from Godda in Jharkhand, was similar to this. She too did not receive any 
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— care and was unaware of danger signs. She did not seek care in spite of having swelling 
< er feet from the fifth month onwards. When she developed headache and fits. the severity of 
this was not understood by her family. The family consulted a local practitioner who initiated 


treatment for malaria. When finally the Mamta Vahan was called by the ASHA, it refused t 
come and Sikha died before another vehicle could be arranged (S No. 15) ‘ 


4 Simli from Poreyahat in Godda, Jharkhand also received no antenatal care beyond a single 
injection of tetanus toxoid. Her family had not been given any information on any danger signs 


of pregnancy. After she developed convulsions, her family spent three days seeking care from 
traditional healers before taking her to hospital (S No. 17). 


@ Lekhain Mayurbhanj district of Odisha had antenatal check-ups in the VHND. However, when 
the placenta did not come out after she delivered at home, she nor her family sought any care for 
over 16 hours, choosing instead to consulta traditional healer. She died at home (S No. 53). 


The limited emergency care in many of these places where these women lived also seemed to play a part in 
families seeking to choose care from traditional healers and local practitioners, rather than go to formal 
health facilities. The lack of accountability in referral and the fact that families were often not given enough 
information to understand the seriousness of the problem and need for immediate treatment also 
contributed to families going back and forth between formal facilities and traditional healers. 


@  Thecase of Janaka from Banda in Uttar Pradesh is a case in point. She initially went to the sub 
centre with abdominal pain, was told she was in labour, kept for a few hours, but then sent home 
by evening. When she went to the district hospital next morning with continuing abdominal 
pain, she was told she was anaemic and told to go to the medical college. At this point, the family 
decided to take her to see a traditional healer. Over the next two days, they took her to seven 
different traditional healers in various places while her condition worsened. When finally on the 
third day they took her back to the CHC, she was further referred onward. She died on the way to 
the medical college (S No. 103). 


Often, this seeking of care from traditional healers resulted in delays in initiating appropriate treatment for 
complications, but in some cases, local informal practitioners seemed to recognize the severity of the 
woman's condition and advised that she be taken to a higher health facility. This underscores the need to 
work with these practitioners, at least in resource-poor areas where they still remain first points of care, and 
build their capacities to recognize obstetric complications, so that delays in life threatening emergencies 


can be avoided. 
Lack of information in facilities 


While the lack of adequate information in the antenatal period limited women's seeking appropriate health 
care, in a few instances, when women and their families did seek health care in public health facilities, a 
did not receive adequate information to facilitate their care but instead families were left running from pillar 


to post in desperation. 


@ Reema of Mayurbhanj in Odisha was a 19-year-old adivasi woman in her first pregnancy. She 
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aw. Since this was not her marital village, 
she did not receive any | care nor ICDS services. When she 
started bleeding in the seventh month, the local ASHA advised her to go to the hospital, but did 
ot belong to the ASHA's designated area. Reema's husband went 
d they went to the CHC two days later. After 
d to for over two hours and did not 


lived in aremote area inside a forest with her aunt in| 
entitled services - neither antenata 


not accompany her as she didn 
back to his own village to arrange for money an 


reaching the CHC with such difficulty, they were not attende 


know where to go. Finally, they returned home to the forest village, where Reema continued to 


bleed and died the next day (S No. 56). 


The story of Kanta from Godda district in Jharkhand (S No. 26) narrated in the section on 
referrals is similar, When Kanta developed severe abdominal pain after delivery in the sub 
centre, her family managed to reach the district hospital with great difficulty. However, once 
they reached there, there was no information available on where to go and how, and while the 
family desperately tried to find this out, Kanta died in the vehicle. Even then, the family did not 
receive appropriate information - fearing that they would be blamed and a post mortem would be 
done, the family hurriedly took Kanta's body back home. 
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Chapter 11 


Conclusions and recommendations 


In the preceding chapters, we have attempted to detail various factors that contributed to these 124 maternal 
deaths. While the sampling for this initiative was purposive, there is nothing in the findings to su moi 
the cases selected were unusual. What emerges starkly from these stories is that almost every mcatian 
deaths was preventable. We list the missed opportunities that could have prevented each of these deaths in 
the last column in the table in Annexure | - this reveals a huge failure of the health system to address 
maternal health care including emergency care. Although our findings were focused on maternal health, our 
preliminary data indicated that the health system failures affect newborn health too tremendously - this 
needs to be studied further. 


Maternal health has emerged as an important aspect of development globally over the last 15 - 20 years. The 
inclusion of reduction of maternal mortality as one of the Millennium Development Goals gave this a 
further push internationally. This ensured greater focus on maternal mortality with governments having to 
report periodically on their progress in achieving the maternal mortality reduction goal. 


However, the Millennium Development Goals also reduced maternal health to just maternal mortality and 
the target of skilled birth attendance, having the unfortunate effect of leaving out the broader determinants 
affecting maternal health. This historically resulted ina situation where the gains of the 1994 ICPD PoA that 
defined reproductive health and rights broadly were lost to a large extent. (33) This has also resulted in 
global donors focusing on skilled birth attendance to the exclusion of other programmes and putting in 
money for strategies that used institutional births as a proxy for skilled birth attendance, for example, the 
Janani Suraksha Yojana. (9) 


Over the last eight years, the Government of India has invested several thousands of crores of rupees in the 
National Rural Health Mission, aiming to strengthen health systems, and keeping with the global focus on 
maternal mortality, a large portion of this has been focused on maternal health care. However, we found that 
these 124 women were repeatedly failed by the health system at several points. 


@ Antenatal care in the community was largely unavailable and whatever women received was 
inadequate. Highrisk factors were not identified or addressed. 


@ Anaemia, though a huge problem, was left undetected and untreated whether in the antenatal, 


intra-natal or post-partum period. 


@ Though several programmes are in place for emergency transport, this was unavailable or 


delayed, contributing to significant 2™ phase delay. 


, navailable, 
@ = There were several instances of 3" phase delay and emergency obstetric care was u 


delayed and inappropriate. 


@ Referral systems were not in place leading to women being shunted from facility to facility 
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ications. 
without any appropriate treatment even though they had life threatening complica 


@ Post-partum care was unavailable, even though this is the most crucial period where mortality 


occurs. 


f these issues are supposed to have been addressed by already existing maternal health programmes 


Many 0 m to have skewed the focus 


under NRHM. However, programmes like the Janani Suraksha Yojana see | 
towards demand creation for institutional deliveries, while health system strengthening has taken a back 


seat. This is amply highlighted by the following examples. 


@ = Lack of availability of blood continues to be a critical gap in spite of plans to establish blood 
banks in every district and blood storage units in every FRU. Some of the districts in our sample 


did not have a single blood bank. 


@ Detailed plans were made to create tiered EmOC facilities within existing public sector 
facilities. Again, these have not been implemented. We see from the narratives that district 
hospitals are unable to perform CEmOC functions, and PHCs and CHCs are unable to provide 
BEmOC level care, leading to significant delays in care. This is also substantiated by whatever 
data is available from recent large databases. 


In addition, we also see that broader infrastructure like roads was lacking too in many of the areas in which 
these women died. 


In fact, while analysing this sample of deaths, the failures of the health system were so pervasive that we 
found the classical three delays framework for analysis of maternal deaths inadequate. The delays in many 
cases were repetitive and cyclical: 


® women going to multiple facilities in search of care, being refused, and re-entering the cycle of 
three delays each such time was acommon occurrence; 


® so also was the phenomenon of facilities refusing any kind of care when they were actually 
designated to be EmOC centres, thus adding anew facet to the third delay; 


@ = as was poor antenatal care with women having problems like severe anaemia that was untreated 
in the antenatal period leading to death later on during labour, not fitting in within the three 
delays framework that pre-supposes a sudden catastrophic emergency; 


as again the absence of post-partum care that saw women being sent home in precarious health, 
only to have their condition worsen during the post-partum period and re-enter the three delays 
cycle. 

Given the oo a health system that provides such poor quality care, and the presence of multiple 
private providers in an unregulated environment, the three delays framework may have to be modified 


accordingly if we are to learn fromthese deaths. 


We would also like to state here that when we started the Dead Women Talking initiative two years ago, we 
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planned to focus largely on the social determinants that were behind maternal deaths. We had assumed th: 
gender, poverty, powerlessness would play a major role in these deaths. Raeiaiil our popes ; 
revealed such huge failures of the health system that we have found the dchaaliaan hes re 
overarching over everything else that caused these deaths. The fact that these poor health wea ah 
mostly in places where marginalized communities, with their consequent powerlessness live, ma ee 
entirely coincidental. Also, we had initially envisaged that this initiative would sniechaiaall salle 
system's own maternal death review process. The fact that this was not so and that we could not get access to 
medical records were limitations in the extent of our analysis. This only underscores the fact that if the 
health system and civil society work complementary to each other in this process by each capturing 
different facets of the problem, the learning from these unfortunate deaths could be better strengthened and 
corrective action instituted. 


We also see that heath policies and programmes have neglected several issues that are of great public health 
significance, especially for women from marginalized communities. For example, both macro data and 
small studies have shown the high prevalence of anaemia and the devastating consequences it can have in 
pregnancy. (13,3) Evenso, we find that no concerted efforts have been made to address anaemia. Even basic 
screening for anaemia in the antenatal period seems non-existent in the places where these deaths are 
occurring. Similarly, issues like sickle cell anaemia and malaria, which are important in certain 
geographical areas, were not adequately addressed during pregnancy in a programmatic way. This brings us 
to question whether data and evidence inform health policy and programme making - a one size fits all 
policy cannot work ina country as diverse as India. 


One other issue that has been completely left out from programmatic attention is that of safe abortion - while 
it figures in most states' Programme Implementation Plans, adequate budgetary allocation is not made, 
revealing the lack of interest in addressing the issue of unsafe abortions. (34) 


The GOI has mandated that all maternal deaths be reported anda verbal autopsy conducted; these deaths are 
to be reviewed by a district level team headed by the Chief Medical Officer of the district. (18) Both by 
government reports and anecdotally, there are several gaps in this review process. (19) In this sample of 
deaths, we had data on whether an enquiry had been conducted by a health system team only for 5 3 of the 124 
deaths. Of these, an enquiry had been done only in 21 deaths (40%); the rest of the families (32) reported that 
no health system team had visited them to enquire into the details of these deaths. Thus, it seems that at the 
least, more than half of maternal deaths remain unreported, losing a valuable opportunity to learn from them 


and institute corrective action. 


We would like to note here with sadness and concern that we had raised similar issues of health system 
failures in our fact finding of the Barwani maternal deaths in early 2011, almost 3 years ago, (1 3) and do not 
see any significant improvement in the situation since then. What 1s even more worrying is that while 
Barwani could have been seen as representing the situation in a resource poor, systemically neglected tribal 
district, similar findings seem to come from this wider documentation across diverse situations in ten states. 


m 
Several macro issues have contributed to the present state and need to be addressed. We list some of the 


here. 


ents 
@ Public investment in health continues to be woefully low. Even though successive governm 
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allocation for the health sector, in fact this has not 


. is increase the budgetary 
have promised to increas & fo have one of the lowest public spending on 


happened, as shown in Table 11. India continues 
health in the world. 


11 Trends of health expenditure 
Uae th Accounts Statistics) 


(Source: World Health Organization National Heal si 
a aes | ? 1998 2000 2002 / 2009 | 2010 | 2011 | 2012) : 
~ Total health expenditure 5.2 6.3 6.1 ea. | | 40 
as % GDP 
Public expenditure on health 1.4 ‘3 1.07 1.04 
as % GDP 
~ Private expenditure on health 3.8 4.9 Bes 2.83 
as % GDP : 


@ While on the one hand NRHM has talked about strengthening public health systems, 
privatization has been encouraged by numerous initiatives including government sponsored 
insurance schemes and state specific schemes like the Chiranjeevi Yojana. (35,36) 


@ There is not enough public investment in medical and paramedical education leading to these 
areas being largely taken over by private players. (37 - 40)This has contributed significantly to 
the human resource crisis within the public sector. While the need to invest in building human 
resources for the public sector has been brought up repeatedly in various evaluations and reports 
including the government's own Common Review Missions, there is no concerted effort at 
coming up witha long term human resource policy. (41,42) 


@ Shortcomings in governance and accountability are major issues. Total lack of attention to 
community-based services like antenatal and post-partum care, poor quality of care in health 
facilities, refusal by health care providers and support staff to perform designated duties, 
institutional apathy to patients in critical conditions, all of these exemplify this. We do not see 
Serious efforts put into improving governance and accountability within public health systems. 
On the contrary, while GOI has framed communitization of health systems and community- 
based accountability mechanisms as one of the basic pillars of NRHM, (43)on the ground, most 
states have withdrawn from any notional community accountability mechanisms that were 
explored as part of pilot/initial phase programmes. (42) 


© = The fact that social determinants like poverty, rural residence, caste and gender influenced 
women's health outcomes in these narratives underscores the strong influence these 
determinants have on women's health. As pointed out in Chapter 4, the vulnerabilities of these 
women may be a reflection of multiple social and systemic factors interplaying - however, by 
not making special provisions to ensure that these women receive care, the health system added 
to their vulnerability, rather than make efforts to ensure their health. 


What these women's stories reveal further is the multiple interplay between maternal health, infectious 
diseases, nutrition and social determinants. While specific interventions like Emergency Obstetric Care are 
necessary to address the immediate medical complications, investment in the long term is necessary in 
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strengthening primary health care - this will help address the basic determinants that influence health 


Even beyond this, efforts need to be put into addressing social and cultural axes of discrimination i . 

caste and gender. Our constitution has given the state a mandate to initiate tng Seeger: including 
equity and social justice. However, the fact that poor, marginalized women continue nippy $0 eneure 
causes signals that programmes towards these are not being implemented in the spirit of this seve 
mandate. Economic growth by increasing GDP alone does not make for pede aati oe 
Development Indices have continuously remained well below some of our smaller nei smeatos mie ial 


needed is a concerted attempt towards improving our human development parameters in a manner that i 
respectful of the rights of the most marginalized. . 


However, what is tragic in the stories of the 124 women whose deaths form the basis of this report is the 
state's active collusion in violating their human rights - by making policies that actively exclude vulnerable 
women, by not building in mechanisms to make sure programmes are implemented, by allowing providers 
in the public sector to refuse care, by allowing them to violate all ethical norms of care, by allowing referral 
systems to treat women like footballs, by not demonstrating enough will to save these women's lives. The 
state has to be held accountable for the deaths of these women - more so because they were all preventable 
with well established simple interventions. 


Recommendations 


The recommendations listed in this section are not new. They are areiteration of what the Government of 
India and the state health departments state in all their policy and programme documents repeatedly. 
However, what is important is that our study adds to the evidence that many of these programmes are not 
implemented on the ground. Nevertheless, we have tried to spell them out and also suggest ways to make 
them work on the ground. 


The recommendations are categorized into long term and aspirational as well as short term and specific. 
While this may seem to be a long list, we would like to reiterate that there can be no magic bullets to reduce 
maternal mortality. Unless there is long term investment in overall health system strengthening, we cannot 
expect health systems to function for maternal health alone. Similarly, social determinants and gender 
issues need to be addressed if root causes of maternal deaths are to be addressed. We have however spelled 
out some specific actions that can be implemented inthe immediate term meanwhile. 


Long term and overarching recommendations 
1. Universal Access to Health Care through strengthening primary health care: 


a) Maternal health seryices cannot be improved in isolation. 'Silo'ed approaches that 
narrowly focus on one specific area such as maternal health will result in inefficient 
investment of resources and weakening of health systems. Maternal health services must 
be implemented withina broader Universal Access to Health Care intervention. 


to be contextualized within the broader comprehensive 
ll social determinants of maternal health be 
a and infectious 


b) Maternal health care services have 
primary health care approach - only then wi | | 7 
addressed. This will also ensure addressing other health issues like anaem! 
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diseases convergent with maternal health care. 


c) Maternal health services also need to be located within broader reproductive health 


services offered at primary health care level. 


Greater public expenditure on health 


Public expenditure on health must be increased urgently. Reducing the proportion of 
health expenditure from out-of-pocket payment and increasing the proportion of 


government spending should be done on a priority basis. 


a) 


b) Tax-revenue based funding aimed at universal rather than targeted coverage has been 
shown by international evidence to be the way forward. 


Health system strengthening: Greater investment in the public health system is an urgent need. 
Health system strengthening has to be the focus for improving maternal health care instead of 
only cash transfers through JSY. This has to include both strengthening at the primary level and 
commensurate strengthening of secondary and tertiary care facilities to provide emergency 


obstetric care. 


Investing in health human resource: A health human resource policy needs to be developed 
and put in place. This must include investing in quality human resources for health both in the 
short term and in the long term. 


Convergence across programmes: Convergence of vertical programmes has to be forged at 
the level of health service delivery - for example, malaria and maternal health programme, TB 
control and maternal health services have to be brought together, both by the TB Control 
Programme and Malaria Prevention and Control Programme, and the maternal health 
programme. 


Inter-sectoral convergence: Similarly, inter-sectoral convergence is required in a major way 
to address maternal health problems. To tackle the rampant malnutrition among pregnant 
women, the ICDS, Health Department, Public Distribution System and also Education 
Department have to act in harmony to address malnutrition and anaemia through the life cycle of 


girls and women. Geographical accessibility issues have to be addressed by the Roads and 
Transport department. 


National priority setting rather than global agendas, with contextual planning: 


a) Health goals must be set according to national priority and programmes made according to 
local context. Programmes like conditional cash incentives that are implemented due to 


global donor pressure should not be allowed to dictate our policy and programme 
priorities. 


b) A single one-size-fits-all policy will not address diverse problems in different areas. Area 
specific contextual planning must be provisioned for within programme designing. 
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Monitoring and evaluation: The fact that all of the above recommendations are oft repeated 
does not take away from the need for the state to address them with serious attention. In order to 
ensure that these are indeed taken up with due attention, we recommend that: 


a) Detailed plans with specific timelines need to be made for addressing each of the above 


b) Monitoring indicators for each of these need to be developed and periodically monitored 


by multi-stakeholder groups including civil society. These should be regularly shared in 
the public domain to ensure accountability and transparency. 


Recommendations for immediate action 


1. Improve Emergency Obstetric Care: This would require interventions at multiple levels. 


a) | Adequate numbers of staff across cadres need to be ensured in FRUs and CEmOCs. This 
would require planning in two phases - in the immediate term and in the long term. 


i. In the short term, available human resource must be deployed rationally ensuring 
that select facilities that are equitably distributed geographically and those specially 
in remote areas are fully functional. Creative solutions for managing human 
resource shortage without compromising on quality need to be implemented based 
on best practices from both within and outside the country. 


ii. In the long term, the state must invest in medical and paramedical education within 
the public sector to meet the projected requirement of health human resource. This 
should also include reform of health human resource including developing a 
midwifery cadre and posting of dedicated staff without rotation off labour room 
areas. 


b)  Allstaffneed to be sensitized to be responsive and responsible health care providers. This 
should be part of both induction and continuing trainings. 


c) Health care providers should be trained to recognize complications and develop life 
saving skills in situations of obstetric emergencies. Simulation trainings for labour room 
staff as a team need to be introduced across all states and districts and gaps in knowledge 
and skills found should be addressed within a fixed time period. Implications of the failure 
to provide immediate treatment need to be demonstrated through case studies. Supportive 
supervision should be provided post training by establishing suitable monitoring 


mechanisms. 


d) Emergency preparedness has to be ensured in facilities, staff have to initiate primary care 
to stabilize women, drug availability should be ensured, emergency transport has to be 


available to transfer women to appropriate referral facilities. 


| BEmOC and CEmOC centres to 


e) Surprise mock drills should be conducted in al ) 7 om 
t and corrective action instituted 


understand what is functional and what is no 
immediately. 
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Adherence to standards of care 


a) 


b) 


) 


Standard protocols need to be disseminated widely and staff trained on this. 
e has to be strict adherence to these protocols and serious monitoring of this. Sterile 


Ther 
priate use of oxytocin have to 


procedures to prevent sepsis, rational procedures like appro 


be ensured through monitoring. 


Regular clinical audits that look at process and outcome indicators need to be instituted. 


Assured blood supply: Blood has to be considered as a critical emergency supply and not the 


responsibility of the family. 


a) 
b) 


c) 


d) 


Urgent steps need to be taken to make blood storage units functional. 


Campaigns must be undertaken by the state to encourage voluntary blood donation and 
adequate stock of blood in blood banks. 


Alternatives strategies to address the shortage of blood need to be considered - use of 
blood components, blood substitutes, volume expanders need to be evaluated. 


The present policy that prohibits Unbanked Direct Blood Transfusion needs to be 
critically evaluated and reframed according to context for life threatening situations like 
PPH. 


Improvement of antenatal care 


a) 


b) 


9) 


There seems to be a general misconception about high risk approach in health care 
providers. That the high risk approach is no longer followed only means that no woman 
can be ignored as being low risk; it does not mean women with specific risk factors should 
not be given special care. Antenatal care urgently needs to ensure monitoring of anaemia, 
7 other risk factors like sickle cell anaemia, previous caesarean sections and obstructed 
abour. 


a regular schedule for community-based antenatal care needs to be planned, publicly 
disseminated and implemented. Adequate travel support needs to be provided to health 
care staff for this. Delivery ofa select package of services, including appropriate antenatal 
care, nutritional interventions and immunization needs to be ensured and monitored. 


Birth preparedness and emergency readiness of the family and immediate community 
members needs to enhanced and made an integral part of antenatal care. Birth 
preparedness has to include the following issues: 


1. that referral may be required and a capable person who can make decisions should be 
present in the event of an emergency; 


i. blood transfusion may be required - family and community members should be 
prepared to donate blood or arrange for it at short notice; 
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ili. = led 4 . . 
il phone numbers of emergency transport and referral services should be available 
with the family; 


iv. the individual vulnerability factors should be discussed and birth preparedness 


should be done to minimize impact of her vulnerability on her health and pregnancy 
outcome. 


Improvement of post-partum care 


a) 


b) 


Post-partum care has to be strengthened, both facility based and in the community. Front 
line health care providers should be trained on the need for post-partum care and in skills 
to pick up and act in the event of post-partum complications. 


Continuum of care has to be ensured both ways - community to facility as well as from the 


facility to the community - through establishment of linkages between facility based and 
community based staff. 


Streamlined referral systems 


a) 
b) 


c) 


Referral systems need to be made accountable. 


Referral protocols must be developed and health staff at all levels be trained in them 
These must include 


.. stabilizing the woman with first aid before referring her, 


ii. referral to the most appropriate facility that can manage that particular complication 
(and not the nearest understaffed/under resourced facility), 


iii. writtenreferral slip with all relevant clinical details, 


iv. phone calls to facilities where the woman is being referred to give advance notice of 


her impending arrival, 


v. accompanied transfers where an appropriate health care provider accompanies the 
woman during referral and ensures continuing care enroute. 


Referral audits should be done regularly witha view to decrease unnecessary referrals and 


to improve the quality of referrals. 


Emergency transport systems 


a) 
b) 


c) 


Free of cost emergency transport systems for obstetric complications must be ensured. 


These must be in adequate numbers and distributed equitably such that they are able to 


arrive within the stipulated period of 30 minutes on receiving a call. 


Staff of these emergency transport systems must be trained to recognize and transport 


women with complications to an appropriate facility that can manage them adequately. 
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10. 


Il. 


12. 


d) 


Creative solutions must be evolved for transport in remot 
appropriate modes of transport - for examp! 


place. 


Provision of safe abortion services in the public sector 


a) 


b) 


Safe abortion services must be provided within the public sector at primary care level. 
Adequate planning for this must include creative use of human resources, for example, 


weekly redeployment of specialists from a higher facility. 


Use of modern methods like Manual Vacuum Aspiration and medical abortion must be 
encouraged through appropriate training and supervision. 


Addressing anaemia 


a) 


b) 


C) 


Concerted efforts need to be made to address anaemia. While it is not enough to address 
anaemia in pregnancy alone, systems need to be put in to diagnose and treat anaemia 
during antenatal care. Front line health providers need to be trained and provided with 
field level equipment to diagnose anaemia. Treatment of women found to be anaemic must 
be ensured with adequate follow up and cross referrals between facilities and the 
community. 


The life cycle approach to addressing anaemia needs to be strengthened with 
identification and treatment of adolescent girls who are anaemic as an important 
component. 


Anaemia interventions need to go beyond the health sector to involve addressing 
nutrition, food security, education and gender issues from ari ghts perspective. 


Cashless services have to be provided to pregnant women. This is promised under JSSK and 
must be ensured at the ground level. 


Grievance redress 


a) 


b) 


c) 


Grievance redress mechanisms should be established. These need to be clearly 


communicated to families so that they have a forum to complain and get their complaints 
satisfactorily addressed. 


The grievance redress should be at two levels - an immediate response system and a 
systemic response and correction system. 


The grievance redress mechanism must be headed by an independent authority. 


Accountability and governance of the public and private health institutions is of utmost 
importance. 


a) 


Medical records have to be maintained by all health institutions. The quality of the 
recording on the case sheets has to be standardized and monitored. 
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e areas and contextually 
e, boat ambulances in Assam must be put in 


‘ 
{ 
f 
‘ 
. 


; 
: 
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b) 


c) 


d) 


Sy ii Bos | 
pportive supervision from within the system is required for problem solving to ensure 


functioning and responsive BEmOC servi 
ices at each PHC, and CEmOC services 
CHCs, Taluka Hospitals, District Hospitals. services at the 


Community monitoring of health services should also be made mandatory. The role of the 
Rogi Kalyan Samitis for monitoring of maternal health services should be strengthened 


Private sector hospitals and maternity homes also need to be monitored for quality of care 
and costs to the patients. 


Other Recommendations for outreach services 


iP 


Ensuring a sensitivity to social determinants and an understanding of high risk as going 
beyond the bio-medical factors 


a) 


b) 


c) 


d) 


e) 


Evaluation of women for risk during the antenatal period needs to include the various 
social determinants like young age, literacy status, caste and ethnicity, migration, 
nutritional and gender issues. It must be ensured that these high risk women are carefully 
followed up and supported through their pregnancies, childbirth and post-partum period, 


The peripheral health workers - ASHAs, ANMs, and ICDS staff - need to be specially 
trained to do early identification of both bio-medical high risk and social vulnerability 
factors. 


The multiple dimensions of vulnerability, including the social dimensions, need to be 
systematically included in maternal health care plans and need to be factored into the birth 
preparedness plan, health care delivery and follow up plans. 


Institutional bias against migrants should be looked into and sensitization programmes 
held for health staff ona regular basis. 


Awareness programmes need to be instituted for immigrant populations. Material should 
be made available in all languages in an area including those of immigrant populations. 
Signages in facilities should be in multiple local languages. 


Educating families for antenatal care 


a) 


b) 


Creating a positive role for local health providers. There are 
practices that influence care seeking at the community level. R 


Families should be educated on the importance of each component of antenatal care as 
well as the rationale behind it - about high risk symptoms during the ante natal period, at 


labour and during post-partum period. 
In addition, information, access and realization of maternity entitlements in the ICDS, 
financial support through the JSSK, J SY and free of cost health care services 1n form of 


cash, food grain and support and assistance, are also critical. 


many local beliefs and cultural 
esources like dais and informal 
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health providers who have a high credibility locally must be harnessed to educate co 


members for maternal health and safe deliveries. 


Recommendations for the Maternal Death Review Process 


1. Involvement of multiple stakeholders 


a) Civil society organizations and community-based organizations including local 
sangathans and peoples' organizations, local governance structures like panchayat and 
Village Health and Sanitation Committees should be involved in the maternal death 
reporting process so as to increase maternal death reporting. 


b) Civil society organizations should also become part of the MDR teams so that they can 
complement the maternal death reviews with a social and community perspective. 


c) Civil society organizations should also be part of the MDR Committees at the District 
level so that they can take back the lessons from MDR analysis to the communities - this 
can increase community consciousness of their responsibility for maternal health. Wider 
participation in the MDR Committees will also prevent a conflict of interest of the health 
system dominated committees doing the MDRs. 


2. Reportsinthe public domain 


a) Action Taken Reports should be an agenda for the MDR Committee meetings and should 
be made public. There should be feedback loop to ensure that learnings from preventable 
maternal deaths are used both by the health system and for community action. 


Recommendations for civil society 


Discussions on maternal health and maternal deaths should becomea public issue - all stakeholders must act 
to promote maternal health. Community leaders and community-based organizations have an important 
tole to play locally to prevent maternal deaths and promote maternal health. Civil society organizations 
have a role to facilitate dialogue and coordination between community groups and health system at all 
levels, as well as to support community action for maternal health. 


mmunity 
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Annexure 1 


Details and analysis of the 
124 maternal deaths 


Wat to private hogp near tom. Told to have 10. 


ANC in VHND. Anaemia, breathlessness, Refd to med college (108). Admitted, given IV 
jaundice, visited two pvt hosp received | 14,44 tign of labour). ND next day. Breathlessness 
I glucose in private Chiranjeevi hospital after that and died. 
Severe anaemia in AN period, not treated, Went with 


th earlier children dead (infant deaths), | swelling to pvt hosp — refd to civil hosp. Induced labour 
. peer oe Severe anaemia at Civil Hosp, Referred to DH due to bleeding, not given 
labourer (2 gms%) diagnosed in 7th month — vehicle, went to pvt hosp (pvt vehicle) where refused 


admission, went to another pvt hosp in Dist Hq where 


. - tabs i vi 
given iron tabs in pvt hosp CS done — 4 units given, but died soon after. 


homemaker 


Agriculture, 


wage work, : : Fever in 7th month, Dai took to Civil Hosp(108) 

homemaker, Conceived after 4 years of mariage where diagnosed malaria, Rx begun and 

construction after westueal, ANC in PHC and referred to DH, but came back home next day 
worker cl agp. bib 9 gam. — trdal healer at home. Died next day 


Went to PHC with pain and breathlessness. Refd from 
there to taluk hosp to DH. Dr in DH said he will not be 
there at night — so took to pvt hosp, but refused. So 
went back home. Took 3 days to arrange money, then 
to another pvt hosp in another town and then another. 
Here, told to have IUD, told to go to med college in city. 
So arranged ambulance and went there. After inv, next 
day dr in med college refd them to another pvt hosp in 
city. Decided to go back home as no Rx anywhere. 
Died that night. 


First three home deliveries (first one on 
construction site), past TB completed Rx, 
One ANC in PHC — only TT and 10 IFA, no Hb, 

BP. Breathlessness and pain at 8 months, 


Migrant 
worker in 
cotton mills 


Pre term labour at 7 months. |UD diagnosed in pvt 
hosp, taken for CS, lasted 6 hrs, intra op bleeding, 
needed hysterectomy, given 2 units blood, refd to 

another pvt hosp in dist HQ with ambulance, 
nurse and blood (2 units more+ 2 plasma 
given in ambulance), died in transit 


Prev CS. Regular ANC at VHND 
and in Pvt— Hb 13 gms, USG done. 


Labour at term. First called dai then taken to 
pvi hosp for delivery, refd after delivery to DH 
for blood, but went home and died on way 


Married at 16, No Mamta card, 
One ANC in PHC - Hb 8, no iron given. 


Went to pvt dr at 8/12 with breathlessness and loss of 
FM, diagnosed IUD, refd to civil hosp, no dr, so went 
to pvt hosp in dist HQ, refused, went to another 
pvt hosp, delivered SB, D/S. Bleeding on D5, 
Called 108 next morning. Died while being carried 
in bedsheet to ambulance (6 kms away). 


ANC in VHND — BP Normal, Hb not 
done, given 10 IFA only. Breathlessness 
during pregnancy, taken to pvt dr, 
told all normal. 


Labour at term. Called 108. Had to wait 2 hours 
for 108. Carried in bedsheet for 4 km to reach 108. 
No doctor in taluk hosp. Given inj by nurse. 
Found dead in bed sometime later. 


Prev one SB. No ANC at all, no Hb, BP 
No visit by ASHA 


Labour at term. Went to taluk hosp 
(108, 30 min). ND soon after. Bleeding + +. 
Delay in diagnosing and managing PPH, 

3 hours before referral. Refd to med college (108). 
Seizures in the ambulance. Died on the way. 


No ANC, Hb or BP Given IFA. 


Labour pains. Went to CHC (Mamta vahon with ASHA). 
ND in CHC. Hod PPH. Refd to DH. Reached 3 hrs after 
delivery. Given IV, inj, but bleeding + so refd to med 
college in next state 70 kms away. Unconscious by then, 
Wos there for 3 days, but only 1 Sunits blood given. 
Died D3 


Fever and fits at 8/12 — called local peter. 
Then carried on cot to maternal village and called 
local healers. Finally mamto vahan called few 
hrs later but refused os it was night and died. 


Lobour pain 10 after fall. Went to CHC by Mamto 
vohon with ASHA, refd to DH. No bed, so was 
on floor ASHA went back home in mamto vahon 
No one with her found dead 


1. No detail of whether blood was 
given in med college. 
2. Intranatal Mx of anaemia in 
med college inadequate. 


|. Promp! diagnosis and adequate Rx of 

ongemic anienaially, 
2 Appropriaie Ma of anoemio iniranatally 
blood transfusion, AMTSL 


1, Anaemia in AN period - 
not treated adequately. 


1. Ambulance not provided, 
108 refused to come. 

2. No accountability in ref- 

erral of a woman with sev- 

ere anaemia and APH — no 

vehicle, no accompaniment 


1. Severe anaemia of 2 gms rxed 
with iron tabs instead of blood 
transfusion, 

2. Anaemia in labour, APH - Mx 

inadeg in civil hosp. 


1. Severe anaemia not adequately 
treated antenatally, 
2. Ambulance not provided in 
emergency, 108 refused to come 


|. Adequate Rx of anaemic antenatally - 
blood transtusion, 
2. Adequate Mx of APH — stabilization, 
emergency transport, accountable referral 
with continuing core during transit 


1. Family took to pvt hosp instead of 
DH as perceived Qo in DH poor 
2. Migrant labourer — malnutrition 
(anaemia, night blindness) 


1. Migrant labourer, farming, 


1. No follow up of a woman 
looking after cattle at home 


with malaria in pregnancy 


1. Adequate Rx of malaria — information 
provision to family re: need for Rx and 


Delay in diagnosis of severity 


Shy sll a tells iehcommasied aioe leslie Ste ialeael - Work pressure. seriousness of condition, 
Rp Aa NR 2. Refused to go to DH for 2. Woman's life valued by family and 
malaria Rx, instead trdnl healer. decision to continue Rx 


Yes, multiple. PHC (bike) 
to taluk Hosp (108 — went 
across a river on bike 3 km 
to reach 108) to refd to DH 
(ambulance), no Rx, went 


1.Denial of Rx in several 
public facilities including 
med college 
2. No accountability of 
providers — refused Rx 
dnd refd woman in critical 
condition to pvt sector, 
3. Pvt sector refused patient | 
in emergency 


1. Prompt diagnosis and adequate Rx of 
anaemic antenatally, 
2. Prompt Rx of her condition at various 
levels of facilities when she presented in an 
emergency, 
3. Accountable behaviour by providers 


1. Refd back and forth between 
public and pvt hospitals over 
5 days with no treatment at all. 


1, Family took to several facilities 
for Rx, but finally went back 
home in desperation. 


1. No care at all for woman 
in an emergency 


hosp, so went home (bus, 
chakda). Overall 5 days. 


1. Indicn for CS not clear. 


(1 hr, bike) to 1. Responsibili ; on 
. _ Responsibility of arranging 2. Intra op complication — blood ; 
bay hosp ; dst blood family's given seems inadeq for amount 1. More ckilied intro op management 
(ar mbulance, of bleeding 
40 min, 40 km) 


1. Prompt diagnosis and adequate Rx of 
anaemia antenatally, 

2. information provision to family re: need | 

for Rx and seriousness of condition, 

3. woman's life valued by family and 

decision to take to DH for Rx 


1. Anaemia in AN period - not 
treated adequately. 
2. No information from ASHA — 
did not know how to call 108. 


1. Early marriage 
2. Family did not take her condition 
seriously and took her home. 


1. Prompt diagnosis and adequate Rx of 
anaemia antenatally, 
2. Appropriate mx of anaemia 


1. No Hb in ANC — anaemia not 
picked up or treated, only 10 IFA. 
2. No staff in taluk hosp in 


1. Anaemia diagnosis and Rx 
inadeq both antenatally and 


1. Husband alcoholic, violence, 


to another pvt hosp, deli- intranatally, stayed with parents. intranatally — blood transfusion, AMTSL | 
vered SB, D/S. Bleeding ee Fre 2. Sepsis after instituitonal birth 2. Ambulance called only next 3. Asepsis during delivery 
on D5, Called 108 next 3. Not recorded as mat death as — lack of asepsis morning after bleeding, 4. PNC to pick up sepsis and Rx promptly 


Yes, but did No 
not go data 
morning. Died while bei 


Pvt dr, refd to civil hosp, 
no dr, so went to pvt hosp 
in dist HQ, refused, went 
No 
data No data 
carried in bedsheet to 

ambulance (6 kms away). 
BG No data | No data 
Yes to Med College pfs No data | No data 


dispute over which area she 


5. Family knew danger signs and called 
belongs to. 


ambulance immediately ond prompt care 


3. Lack of PN care 


1. Identification as high risk pregnancy 


1. No ANC at all in high risk and adeg ANC, 
woman — prev SB, 1. Deiay in deciding totake her | 2. Family counselled on birth preparedness | 
1. Left to die unattended 2. No visit by ASHA, to hospital — husband and emergency readiness, 


3, Ambulance available promptly, 
4, Immediate diagnosis and initiation 
by dr 


3. No dr in taluk hosp. 
4. No emergency care of 
woman in critical condition 


1. No ANC at all 


in taluk hosp. snwilling to call 108. 


1. Adequate ANC and Rx of anaemia, 
2. Prevention of PPH with AMTSL 
3. Prompt diagnosis of PPH & initiation of Rx, 
4. Accountable referral with accompaniment 
and continuing care 


1. No accountability in 
referral- no stabilizn, 
no accompaniment 


1. Delay in diagnosis of PPH 


1. Family did not realize 1. Family counselled on birth 

seriousness of problem. parr of wn pene 

in road only 100 feet away, Family knew danger 
lea . but dd: - seek care. ambulance immediately and prompt core 


1. Adequate ANC and Rx of anaemio, 
2. Prevention of PPH with AMTSL 
3.Prompt diagnosis of PPH & initiation of Rx, 
4 Accountable referral with accompaniment 
and continuing core 


1. Inadequate mx of PPH in 
CHC and DH — No blood given 
2. Blood given too less for 
magnitude of loss 


Yes. Home to CHC (miamta 
vahan) to DH (18 km, 


1. Poor QoC in ANC — only TT 
2. No CEmOC in district — 
have to travel to next state 


1. No accountability in 
referral - no stabilizn, 
no accompaniment 


70 km 


1. Adequate ANC and diagnosis of pre 


1. Reliance on tradni healers 
for an emergency, 
delay in seeking care 


1. No ANC, 

2. Did not have information 
on danger signs, so 

reliance on trdnl pctner 


1. Emg transport refused 
to come at night 


Husband alcoholic, did not take 
core. Had been starving for 
several days. 
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Had APH, carried on cot to mission disp, no dr, so taken 
to mission hosp (pvt vehicle, took 3 hrs to arrange), 
refd to another mission hosp in dist HQ, then from 
there to mission hosp in next state 70 kms away. 
Multiple referrals os the hospitals did not have blood. 
At the final mission hosp also, relatives sent to med 
college for blood, but delivered and died before 
it wos arranged. 


Light bleeding at 8/12. 
Labour pains and bleeding before death 


No ANC. Swelling feet from 5/12. Headache and fits 
before death. Called local petner, given inj for 
malaria, told to go to hosp. ASHA called 
Mamta vahan, but it refused to come 
as it was not called for delivery, but for illness. 
Died before pvt vehicle could be arranged. 


No ANC. Went to PHC once, 
but no dr. 


Breathlessness in prev preg, one pre term 
delivery, this pregnancy stiffness and arching 
like a bow since 5/12, took Rx from nearby 
pharmacy, Breathlessness before death 
(period of gestn NA) 


Had breathlessness, husband went to arrange 
vehicle from near by town, but died 
unattended before he returned. 


Convulsions — called tradn! healer, rpt after 3 days — 
called tradnl healer, no improvement, called local 
pctner — gave IV and inj, no improvement, Mamta 
vahan called 6 hrs after seizures, came 2 hrs later. 
Went to CHC refd to DH Took 10 hrs to reach this 
facility. Refd further to med college 70 kms away, 

but family decided not to go. Inj (2Mg S04) in 

DH, but died soon after 


Labour at midnight. ASHA could not call mamta 
vahan as no charge in cell phone. Then Fits, taken 
to CHC in the morning, giv2a 2 inj, refd to DH 
(18 km) in the evening. IVF and inj, refd to 
mad college in next state, Reached next day eveiting, 
CS for transverse lie, postnatally very weak 
and breathless,given 2 units blood. Breathlessness 
D10, inj, 02 given, but died. 


Only one TT. Convulsions 8/12 
(Also 3 days earlier — rxed by ojha) 


Only one TT. Malaria and jaundice 
during pregnancy. 
Swelling feet, night blindness. Fits at 9/12 


Later labour — went to CHC (mamta vahan, 14 km) 
ND in CHC, unconscious after delivery, 
refd to DH in pvt vehicle but died on way 


TT and IFA given. Anaemia diagnosed in 
8/12 and admitted in DH, but LAMA. 


Living together, not married, 
family disapproved. 


Herbal medicines for abortion and died. 
No details, family refused to talk 


Unconsciousness and edema in 8/12, taken to 
DH (20km), did not even get off vehicle, refd to 
med college(70 km) and died there. No details. 

Death in natal home. No details from marital family. 


TT and IFA given. Anaemia diagnosed in 
8/12 and admitted in DH, but LAMA. 


Labour — ND at home by dai (given inj by local petner). 
Spasms (Fits?) and burning after 8 hrs. ASHA called, 
but did not recognize PN complicn. Family pawned 
jewellery and pvt vehicle to mission hosp (22km) 
in dist HQ —no dr. Then to pvt hosp, but no Rx. 
Then to DH. Brought dead at DH. 


Edema since 2/12. Ate very little — 
rice flakes, red tea. Very tired. 
Finally unconsciousness 


Could not call local petner when finally 
unconscious as night. 
Died ot home in the night. 


Labour. Nearest road10 kms away. Husband not 
well so no one to carry her 10 km to mamto vahon, 
so decided to deliver at home. Home delivery. 
Weak and fired after that and died 7 hrs 
later. Did not seek care. 


Prev 6 births, | miscarriage. No ANC. 
Abd pain in pregnancy on and off. 


Home del. 10 d later weakness of legs 
rred by local peter and better. On D 46, 
paralysis of hands and legs, semi conscious, fits. 
Rred at home by local pctner. Died at home 


| Responsibility of 1. Carried to first disp on cot, had to |. Promp! availability of emg transport 


arranging blood wait 3 hours for pvt vehicle to 1. No effort at stabilizing patient 2 Initiation of primary Rx in facilities 
transferred to family — be arranged. in any of the facilities visited on route, 
; contributes to delay 2. No CEmOC centre in district en rote. 3 Accountable eterral with accompaniment 
ion hosp (70km)(all pvt and continuing care 
vehicle without even get- : 


‘ ee 
ting off the vehicle) promp! availability of blood 


1.Mamta vahan refused a | Adequate ANC and diagnosis of pre 


case of emergency as it One attempt at ANC by woman N iti i — ome i 
was rg sh only — but no dr in PHC. ; eo - nee ir — 
ivery. 
‘or delivery. 3.Family aware of danger signs 


4. Prompt availability of emg transport 


1. No ANC, no diagnosis or Rx of 

anemia in AN period. 
2. Not recognozed as high risk in 
spite of prev H/O of breathlessness 
and pre term. 
3. Rx by pharmacist of complications 
in preg without referring to 
appropriate level. 


1. Adequate ANC and Rx of anaemia, 
2. Counselling on emergency readiness 
for family 
3.Family aware of danger signs 
4. Prompt availability of emg transport 


arrange vehicle, 
but died before that 


1. Adequate ANC and diagnosis of pre 
eclampsia with prompt mx, 2. Counselling 
on emergency readiness for family 
3.Family aware of danger signs and seek rx 
4. Prompt availability of emg transport , 
5. Mg S04 given in CHC, 

6. Accountable referral with 
accompaniment and continuing core 


Ojha, Local pctner, refd to 
CHC (35 km), refd to DH 
(40km), refd further 
to med college (70 km) 

but could not go 


1. Inadeg ANC, 

2. No stabilizing mx in CHC- 
should have been given MgS04 
there. 

3. No accountability in referral 


No recognition of danger signs 
— delay 


1. Adequate ANC and diagnosis of pre 
eclampsia with promp! mx, 2. Counselling 
on emergency readiness for family 3. Family 
aware of danger signs 4. Prompt availability 
of emg transport, 5. Accountable referral 
with accompaniment and continuing care 
6. Expediting delivery of baby, 

7, Adequate Mx of anaemia postnatally 


1. Adequate ANC and Rx of anaemia, 
2. Counselling on emergency readiness for 
family 3.Family aware of danger signs 
and continued rx, 4.Adequate intranatal 
Mx of anaemia — blood transfusion, AMTSL, 
5. Availability of ambulance from CHC, 
6. Accountable referral with accompaniment 
and continuing core 


Sahiya to CHC (15 km, 
Mamta vahan after 
8 hrs as cell phone not 
charged),to DH (18 km, 
after 8 hrs), to med 
college (70 km, after 
36 hrs) 


1. Inadeg mx of eclampsia, not sure 
if MgSO4 given at CHC, 
2. CS after 2 days only. 
3. Postnatally anaemia not managed 
adequately—only 2 units blood given 
4. No mx of CCF in med college. 


1. Inadeg ANC, 
danger signs not picked up, 
2. Delay in mamta vahan, 

3. No accountability during referral 


1. Anaemia diagnosis and Rx 
inadeq both antenatally 
and intranatally 


1. No accountability during 
referral — No ambulance 
provided from CHC 


1. No community based follow 
up of woman with diagnosed 
anaemia 


1. Did not understand need for 
rx of anaemia and left LAMA. 


1. Availabililty of adolescent friendly 
1. No family support as not married. SRH services, 
ba 70 km si 1. Access to safe abortion 2. Sought abortion services 2. Access to information and 
data data nof available from unqualified provider services on contraception, 


3. Access to sate abortion services 


1. Adequate ANC and Rx of anaemia, 
2. Counselling on emergency readiness for 
lia j family 3.Family aware of danger signs 
1. No stabilizing mx in DH- 
i 2nd maternal death in same 4. Family supported in Rx of anaemia 
‘alge On) rl = words eae | man 
2. No CEmOCcentre in district . : ate atti Ln . 
accompaniment and continuing care 
1. Family counselled on birth preparedness 
and emergency readiness, 
2. ASHA recognized PN complication 
hic! 1. ASHA did not recognize and maternal death in same and acted promptly, 
eA, PN complicn. hamlet of this village. 4. Availability of emergency transport, 


hosp (22km, 4 hr), 


4. Initiation of Rx in first facility visited, 
to pvt NH, to DH 


5. Accountable referral with 
accompaniment and continuing core. 
1. Adequate ANC, 

2. Counselling on emergency 
readiness tor family 
3. Family aware of danger signs 
sought 


2. No emg transport 


1. No recognition of 


1. No ANC, did not have éngu ign ~40ey 


information on danger signs 


1. ANM comes only 10 kms away 
and have to go thus far for ANC 


Mortgaged silver necklace to 
local petner for rx 
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Total No. of 
pregnancies 
so far 
{including 
this one) 
read No data | No data} No data 
fe 2 : ; oS 
sfee|= | “x a 


fe Godda poe No data |No data} No data 
eee No data |No data} No data 


ete ae 


Geos wales 
eho] ob act 


Labour. ASHA took to HSC Delivered in HSC. Severe 
abd pain after ‘4 hr. Sent in mamta Vahan to CHC 
(18 kms, all ANMs going with her got down on the 
way at their homes). No referral note, so CHC refd 

further to DH (20 km). At DH (3hrs after del), 

did not know where to go, while she died in vehicle. 

Family did not want PM so brought back home hastily. 


2 TT, no ICDS services as she was 
in natal home. 


Went to CHC in labour. Hand presentation (? Hand 
prolapse) — refd to DH. Kept overnight there, given IV Public, 

and inj and then refd to med college in next state. | Medical 
CS in med college, 1 unit transfused, died before 2nd | college 
could be arranged. Husband donated both times. 


3 living children, 2 TT, 2 ANC in pvt clinic 


Seizures at 9/12. Taken to DH in mamta vahan — 
reached 4 hrs later. 

Given some inj, then refd to med college in next state. | Medical 

Delivered after 2 days in Med college, breathlessness | college 

after that and died in a few hrs. 


Seizures at 8/12 . Taken to HSC (close by) in tempo, 
refd to CHC(14 kms) and from there to med college 
in next state(81 km) But taken to pvt hosp(29 km) 
and then another pvt hosp (52 km) and then to med 
college (same city). Died undelivered in med college. 
No details of timelines. 


Depressed since marriage. 


Home to CHC in labour. Refd to DH as anaemic (given 
500 for referral transport), but went home, started 
having fits. Taken fo another CHC (mamto vahan) — 
Given IV ond inj and refd to DH next morning. Kept in 

DH till evening -- !¥, ‘nj. Then refd further. Family took |Hospital 
her back home. Went to another town that night and | Private 
2-3 pvt clinics before being admitted in pvt hosp. CS 
next day. Unconscious D2 and refd further D3. By now, 
had spent almost 25000 rupees and mortgaged land 

so decided to take her home, died on the way home. 


2TT, ANC in pvt clinic. 
Fits during labour. 
Refd because of anaemia. 


No data 


Severe lower abd pain. Taken to PHC. 
Refd to CHC and then to DH. 
Multiple referrals, but no Rx. 

Died soon after admitting in DH. 


No data 


Rxed at home by local pctner. No improvement. 
So went to CHC after 24 hrs (Mamta vahan). DOA 


No data Diarrhoea in 7/12. 


> 


Previous abortion. No ANC this time, 
no TT, no IFA, Edema 


Labour at term. ND at home. Felt weak 
and restless after delivery and died within 1 hr. 


No data 


La 
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Local ANM sent to pvt pctner, 
given inj, lV came home after Rx and few 
hrs later restlessness, perspiration, died 


At 2/12, severe abd pain. 


= 

ta 

Po oe 
= 


Home del. Excessive bleeding. 
Fits. Died within 1 hr. 
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2 prev infant deaths. 


Sahiya, Home del, local called 
No ANC, no TT in this pregnancy Soe 


as retained placenta, but died within 1 hr 


Headache. Fits 5 hrs later (gestn not available), 
unconsciousness. Called local petner. Told to go to 
hosp. Went to CHC 2 hrs later (mamta vahan), refd 
to DH. But went to pvt hosp in dist HO as family 
felt QoC in DH poor. Died after 18hrs 
without being delivered. 


Taken TT and IFA, Swelling feet, 
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|. Prevention of PP with AMTSL 
2 Promp! recogaition of compixanon 


1. No portability of services 


1.5 km) to CHC (18 km, tahese nel end mastel heme in HSC and iaitiotion of Rx, 
Mamta vahan) to ss heal’ slip. 3. Accountable relerral with accompanimea! 
DH (20km) 2. Family did not know stabilizing mx ia CHC, reld and continuing core, 


without any Rx as no referral slip. 


4 \ntormation desk at tacilities 


5. Protocols for handling emergencies 
with prioritization 


where to go - delay. 


1. Responsibility of arran- 

ging blood transferred to 

family — contributes to 
delay. 

Husband donated twice. 

2. Informal payments to 


CHC (12 km, mamta 
vahan) to DH to Med 
college (70 km) 


1. Inadeg mx of 
transverse lie — delay, 
2. Inadeg mx of anaemia 

intranatally 


1, Delay in CS for transverse 
lie at DH. 
2. No CEmOC centre in district 


1. Antenatal diagnosis of malpreseatation, 
2. Prompt mx of transverse lie -CS, 
3. Adeg mx of anaemia -promp! 
blood transfusion 


1. Adequate ANC and diagnosis of 
pre eclampsia with promp! mx, 
2. MgS04 given according to protocol in DH, 
3. Accountable referral with 
accompaniment and continuing care 
4. Expediting of delivery in 
DH/ medical college 


Mamta vahan to DH 
(20km) to med college 
(Pvt vehicle, 70 km) 


1. DH should be able to manage 
eclampsia, but refd 70 kms away, 
2. No CEmOC centre in district 


1. Delivery not expedited in a case 
of eclampsia as is standared 
mx — took 2 days. 


HSC to CHC (14km, 


ae 1. Adequate ANC and diagnosis of 
tempo), refd to med 1. Mnomesebily during on atemece uth aematen, 
college (81 km) referral—No primary care | —_1. Inadequate mx of eclampsia 1 Deli ee 2. MgS04 given according to protocol 
but went to pvt clinic provided, no accompan- in multiple facilities. peop 9 in any of the facilities visited, 
(29 km) to another pvt iment or continuing care | — 2. No CEmOC centre in district 3.Accountable referral with accompan- 


dinic (52 km) to 


iment and continuing care 
. Expediting of delivery in DH/medical col 


1. Adequate ANC and Rx of anaemia, 
2. Counselling on emergency readiness for 
family 3.Family aware of danger signs 
4. Initial Rx in CHC - Mg S04 given. 
6. Accountable referral with accompani- 


1. Multiple referrals back and 
forth — no accountability to 


1. Inadeg mx of both Family had to 


em ang anaemia and eclampsia mortgage land. Hear se 
2. Poor Dot 8. Adeg Mx of anaemia intranatally — blood 
in another town (58 km, transfusion, AMTSL, 
2500 rs,pvt vehicle). 9. Availability of free care, 


Then back home D3 
(500 rs, pvt vehicle) 


Dai to PHC (1 km) to CHC 


good quality in public sector 


1. No accountabilityin referral - 1. Adequate diagnostic skills to 


(11km) to DH (49km, pvt No stabilizing mx in PHC or CHC. recognize AN as — ' 
2. Accountable referra' paniment, 

vehicle, given 500 for No accompaniment or continuing 

referral transport, had care, Family had to pay for emg continuing care, 


3. Availability of emg transport 
1. Family counselled on birth preparedness 


transport 


to pay 600 extra) 


No recognition rau — 
i 2. Family knew danger signs and called 
Faas ae veaS ew bert en and prompt care, 


3. Prompt and adeq Rx of dehydration 


1. Adequate ANC and Rx of anaemia, 
2. Counselling on emergency readiness 


No recognition for tomily 
of danger signs — delay 3. Family aware of danger signs ond 
acted immediately 
; 1. Prompt diagnosis of condition, 
No recognition 2 nitiation of stabilizing care 
of danger signs — delay 3. Accompanied referral with continuing core 
1. Adequate ANC, 
No recognition 2. Counselling on emergency read 
of danger signs — delay for fom 


3. Family aware of danger signs 
and sought care 


1. Adequate ANC, 2. Counselling on 


Did not seek care. 


emergency readiness for family 
No recognition 3. Fomily awore of danger signs 
of danger signs — delay and sought core promptly, 


4. Availability of emergency transport, 


1 Adequate ANC and diagnosis of pre 
eclampsia with prompt mx, 

2. Counselling on emergency readiness 
for fomily 3. Family aware of danger signs 


1. No stabilizing mx in CHC- should Delivery not expedited in spite of 4, Prompt availability of emg transport 
have been given MgSO4 there. being admitted for over "5 Initiation of MgSo4 in CHC 

2. Perceived QoC in DH poor — 18 hrs in pvt hosp. 6. Accountable referral with accomponi- 
so went to pvt hosp. ment and continuing core, 


7 Expediting delivery of baby 
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Severe edema, so came to natal home. Taken 
by Sahiya to CHC, but no lab facilities, so went to 
pvt clinic. Later severe breathlessness, local pciner 
refd to higher centre, autorickshaw to dist HQ (55 km), 
sought care in several pvt clinics, but refused. 
Then went to DH, died soon atter. 


At 9/12 -Edema face, feet, hands. 
Breathlessness 


-feb-|-]> = cp 


ND at home.Unconsciousness 6 days postpartum, 
diagnosed PF malaria'by local petner, 
died next day. Child also developed fever 
and died 10 d later 


Retained placenta, heavy bleeding. 
Local pctner called home. Died soon after. 


Vomiting severe in 9/12. Taken to CHC in mamta vahan. 

Refd to DH (20 km). Refd to med college in next state 

next morning. But family took to pvt hosp same town. 
Refd from there to med college. IV and inj on way 

in pvt clinic. Delivered on way to med college and DOA 


Pain and bleeding. Taken in thela to PHC. ANM took 
to pvt clinic, USG done. Refd to med college. No Rx as 
drs strike. Continued bleeding. Delivered stillborn, 
Bled to death. Multiple efforts at seeking care 
— lack of care at med college. 


Prev one SB. No ANC. 
Pain and bleeding at 9/12. 


Admitted in labour at quack's. Adv CS, called dr 
from outside for sx. Indicn of CS NK. Then developed 
breathlessness,refd to another dr. Told to go to 
higher centre. sought care at multiple pvt clinics, 
finally went back to same quack in desperation and 
died. Quack denies he ever took care of her. 


ASHA took to PHC after prolonged labour, breech so 
ANM refd to med college for CS, but taken by ASHA to 
quack and then pvt NH for CS. refd to med college after 
CS after giving some IV inj, (reason?) but DOA 
at med college. 


2nd marriage.ANC at quack. 


Details of ANC NK to family. 


Labour pains. Delay in going to PHC. Admitted 
in full dilatn in PHC. Undelivered for 5 hrs. 
Episiotomy given and resutured. 
Bleeding and unconscious. Refd to DH. DOA 


Sickle cell anaemia (SS). 
ANC — Picked up as high risk. 


Home del by mother(TBA) as ambulance did not 
arrive for 3 hrs. PPH — taken to PHC and stitched. 
Postnatally fever chest pain, abd pain, burning 
sensn chest — care from PHC and local pctner, but not 
definitive. D 39 — severe chest pain and died 


ANC3 in records, but according to family, 
filled after death. 


Rx from local petner for fever. Injections and tabs. 
Blisters on legs, mucosa. Diagnosed pregnant at RH, 
chickenpox by another local petner. 

Finally went to trdnl healer 


Not aware she was pregnant. 
Rx for fever 3months durn 


Labour — delivered in RH. Convulsions and fever 
after delivery. Refd to DH, stayed for 2 days, then 
taken to pvt hosp, then to med college, 
brought home after one day as no improvement 


ANC in RH. Edema in one foot 
during AN period. 


Sickle cell anaemia. In Laws did not know. 2-3 


Labour — ANM refd to pvt petner. Refd to CHC. 
blood transfusions one week before marriage. 


Then to DH. Normal delivery ot DH. 24 hrs later fever, 


Was advised MTP in Ist trimester by the same 50 family took to pvt hosp as DH QoC poor. 
pvt pctner but refused. Typhoid in 2/12. UTI Ventilatn in pvt hosp, Hb 4, low plts, refd to 
(Reed) and dengue (not rxed) during pregnancy. 


Depression (mother died during early Worsening ulcer left leg from 6/12. Went to DH but 
Pregnancy). No ANC as ANM insisted husband came back home for Diwali LAMA. Did not go back. Pre 


should get sterilized, so husband was term del at home — male baby died, so worsening dep- 
seared to go back. Swelling, boils and ression. Went to maternal home. No further rx sought. 
blisters left leg since 6/12. Ulcer worsened (maggots). Bed ridden. Died 4/12. 


Labour. Went to PHU. Refd to DH, but went 
Anaemia (7qms). Told to have big baby home ond went to DH next doy. 
and small pelvis, so adv CS. CS in DH. Sudden onset of 


breathlessness post op and died. 


| Adequate ANC and Ri of oagemio anie- 

aaially, 2 Diagnosis of anacmue w (H( and 

prompi Ri antenaially—blood o: on sucrose, 
3 Accoumlable ‘etercal by pvi hosp 

— initiation of prumary care and retrral 

- with accompaniment and continuing core 

4. Promp! mx of aagemio in heart 


1. Refusal to Rx patient 
in critical condition 


1. No lab facilities in CHC. 
2. Perceived QoC in CHC 
and DH poor — so went to pvi hosp. 


|. Family counselled on emergency readine: 
2. Adequate PN care aad recognition 
of complications, 

3. Prompt diagnosis and Rx of anaemic 
1. Adequate ANC 2. Counselling on birth 

preparedness and emergency readiness for 
family 3. Family aware of danger signs 
4. Family sought core promptly, 


1. No ANC at all 
2. No PN care 


No recognition of danger signs 
— delay. Did not seek care. 


Home to CHC (Mamta va- 
han), refd to DH (20 km), 
refd to med college, went 
to pvt clinic, refd to med 
college (70 km), died on 
way 


1. No CEmOC centre in district 
2. No accountability during referral 
—no follow up, no accompaniment, 
no continuing care 


2. Prompt diagnosis and adeg Rx, 
3. Referral with emergency transport, 
accompaniment and continuing care 


1 Adequate ANC, 2.\nitial stabilization in 


1. No ANC. 2. No acountability in 


ICDS worker at home to 1. Drs strike, so no care | referral- No official referral from Husband took to med college in 5. Acoentehle relerrel with eccompenimest 
PHC (thela) to pvt clinic in med college — bled PHC, seen by ANM and USG in 1. Inadeg Mx of APH in PHC spite of others' advice as could not & continuing care, 4. Prompt care in medical 
to med college to death pvt clinic. No initial care, no afford pvt care. college — blood transtusion, diagnosis and 


mx of APH. 5. Prevention of PPH with AMTSL. 
6. Prompt Mx of PPH — blood transfusion. 


1. Adequate ANC 2. Counselling on birth 


accompaniment, no continuing care. 


Yes. Quack’s clinic to pvt 
dinic, refd to med college, 


ini : ; 1. Probabl (Ss. preparedness and emergency readiness for 
but went to 2 pvt clinics Irrational care by 1. Failure to regulate pvt sector, 2 ire aye a en ae ae family 3.Rational mx of labour and delivery, 
and —. _ informal practitioner. informal practitioners aod , 4.Adeq intranatal mx of anaemio — blood 
refused admission) so transfusion, AMTSL, 5. i 
came back to quack's clinic per We ee sone i ae 


1. Adequate ANC 2. Counselling on birth 
preparedness and emergency readiness 
for family 3. AN diagnosis of malpresentation, 
4.CS under quality conditions — 
adeq intra op and post op care 
1. Adequate ANC 2. Counselling on birth 
preparedness and emergency readiness 


PHC to med college, but 
went to quack, then pvt 
dinic, then refd to 


1. Failure to regulate pvt sector, 
informal practitioners 


Poor QoC in CS Reliance on pvt sector. 


1. Sickle cell anaemia — ANC 
diagnolsis, but no mx plan. 


1. Abusive behaviour of Pregnancy before marriage, 


No accountability in referral 


Yes. PHC(2-3 km) to hospital staff, ? bs Marriage against will of family for family 3. Adeg intranatal mx — 
DH (55 km) 2. Informal payments ae ic etal 2. Poor Qot mu intranatal Wx |) _ Lack of support from both natal |  partogram, early diagnosis of obstructed 
for postmartons or continuing care unable to identify obstructed and moritel fomily labour, 4. Accountable referral —emg 


labour 


transport, accompaniment, continuing care 
1. Adequate ANC 2. Counselling on birth 


1. No ANC, 1. Ambulance delayed Husband alcoholic — physical reer asines 
2. Records altered — ANC for del —so del at home. and sexual violence including hares i yen van 
4 No PN care < : mily 3. ity of emg transport, 
shown as done after death, 2.Final event — ASHA called in pregnancy. Stayed in 4. Adeg PN care with prompt recognition 
Home del shown as inst del.| but away at monthly meeting. natal home. of complications and Rx 


1. No regulation of pvt sector, 
informal pctners, 

2. Absence of functioning public 

sector facilities in remote areas 


Reliance on informal pctner 1. Prompt diagnosis and Rx of condition 


1. No accountability during referral 
—no continuing care 


1. Stigme of sickle cell anaemia. 
2. Pressure to procreate child imm- sickle cell ia, 
ediately after marriage 3. No proper 2. Adeq intranatal and 
did not spend money to have saved 3. Accountable referral — emg transpori, 
her, also that they spent money accompaniment, continuing referral 


1. Adeq ANC with diagnosis ond Mx of 


1. Sickle cell anaemia not picked up 
during ANC 2. Perceived poor QoC 
in DH. 3. Lack of blood transfusion 

facility in DH, 


1. Adequate ANC, 2. Counselling on birth 
and emergency readiness for 


1.No ANC, 2. No counselling 


: . on need for Rx to family, 
pees ois = denial of | 5 No follow up care in community 
rd pregnancy 4. No PN care, 


5. No mental health care 


1. No accountability 
during referral — continuing 
care, accompaniment 


1. Poor QoC intranatally — probable 


Home to PHC (1 km) 
obstructed labour not diagnosed. 


to SDH (26 km) to 


1. Anaemia diagnosis and 
Rx inadeq both antenatally 
and intranatally 


1. Anaemia in AN period - 
not treated adequately. 
2. No accountability during referral. 
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over 16 hrs, called traditional healer, 
no seeking care in facility 


wage work, 
homemaker 


Taken to CHC in labour. Refd after 
5 hrs to SDH as no progress (govt vehicle). 
Delivered there, bleeding, refd to DH, but 

died in 2 hrs (vehicle could not be arranged) 


Labour pains. Husband away so delay 
of 8 hrs in setting out to hosp. Then went 
to CHC. Dr was resting so did not see 


Agriculture, 
wage work, 


ke 
— her till one hr after coming to CHC. 
produce Died by then on the verandah 


Lived with aunt in law in a forest with 
little access, away from her own marital village, 
so no entitled services. Bleeding at 7/12, ASHA 
of this village advised to go to CHC but did not 
accompany, husband went back to own village 

to get money, went to CHC 2 d later, not attended 
by anyone for over 2 hrs, went back to the forest 

village, continued bleeding, died next day. 


Agriculture, 
wage work, 
homemaker 
forest 
produce 


ANC in VHND- TT and IFA. Malaria endemic 
area — had malaria during pregnancy. 
Anaemia. Slight bleeding at 7/12. 


Ist pregnancy still birth twin baby, 
4th preg miscarriage, 
Anaemia in prev preg (needed blood 
transfusion) ANC in VHND, 
no Hb, only TT and IFA 


Went in labour to SDH. 
Delivered normally, bleeding, died within 2 hrs 


No Hb Lives in remote hamlet. Nearest motorable 


. road 10 km, nearest ambulance pick up point 
Plaga 40 km. Took 8 hrs to get a vehicle when 
One ANC in VHND (TT,IFA). in labour, woat to CNC. kat ddlbeered 


and died on way 


Labour pains — Matryan to BPHC. 
Delivered in BPHC, d/s in <24hrs. 

D3 Fever — rxed by quack. No improvement, 
breathing difficulty, so D8 — went to BPHC. 
Given inj, refd to med college, admitted, given 
IVE, inj, but died soon after 


ANC in VHND (TT, IFA, Hb, BP). 


Delivered in PHC. PPH. Refd to 
med college. Seen by dr after 20 min. 
Died soon after. 


ANC in VHND (TT, IFA, Hb, BP). 


Went to PHC in labour. Refd after 
3 hrs to med college (?). Stayed in med college Obstructed 
ANC in VHND (TT, IFA, Hb, BP). for 18 hrs, no progress, posted for labour, 
CS, but developed seizures, CS not done. eclampsia 
Family took to pvt NH, died soon after. 
Post CS 


Went to BPHC in labour, refd to med college 
after 4 hrs(?), but went to pvt hosp. CS done 
after 5 hrs. Did not regain consciousness. 
Died after 6 hrs. 


Prev 4 home del. ANC in VHND 
(TT, IFA, Hb, BP). 


Wy 


Admitted in CHC in labour, was told will deliver in 

2 hrs, bt nothing for 32 hrs, then dr said breech, 
charged 5000 rs, difficult breech del, PPH. Ref to med 
college (pvt vehicle booked by dr, not accompanied), DOA 


Labour pains. Went to main road by auto then 108 to PHC. 
Delivered in PHC. PPH. Only nurse, no dr. Not picked 
up for | hr. Then refd to DH, but went to nearby pyt hosp, 
Refused. Then went to another pvt hosp (108). DOA. 


ANC in VHND, PHC and pvt clinic — TT and IFA 


ANC ot prt hosp in prt hosp. 
Hb 9 gms, bot given blood. Renction with 2nd pint 
Referred, but died im transit 


Husband died 2/12 before delivery. 


: 70 TB. Recorred in pregnancy — on 
fat OP dapentwten team Caweepn tell treme: dried 
in CHC. Postnatafly fever aiven IV ond inj Diad soo ater 


Dae ee 
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Structural issues — the village is Adequate ounselling 
situated inside a National Park wo i =ou 
Communication is a major problem. mae ~~ eae 
No network available for mobile 3A ano home de! 
vO li 


phones. One has to walk or use a comp! recogaiti dange: 

bicycle to reach hospital which (tmp . = : all 
is 50 kms away (does not have by toni on son ea 
5. Availability of road and 


CEmOC facility). 
emergency transport 


1. Early diagnosis of prolonged labour in 
CHC — Partogram, 2. Accountable referral - 
Accompaniment, Continuing core, 

3. Prevention of PPH in SDH — AMTSL, 

4. Prompt diagnosis and Mx of PPH in SDH - 
Oxytocics, fluids, 5. Prompt, accountable 
referral — Emg transport, primary core, 
continuing care, accompaniment 


No data | No access to health facility 


No recognition of danger 
signs — delay 


Yes. Home to CHC (ASHA, 
Janani Exp, 12 km) to 
SDH (26 km, 40 min, govt 
vehicle). Refd further to 
DH, but died before 
vehicle arranged. 


Love marriage, no support from 
in lows. 
Stayed with natal family. 


No vehicle for emergency 
transportation in SDH. 


Inadequate mx of PPH in SDH. 


Woman in labour and 
probably obstetric 
complication not attended 
to for over | hr in CHC — 

left to die on verandah 


1. Family counselled on emergency readiness, 
2. Prompt recognition of emergency and 
seaking care by family, 

3. Availability of emg transport, 

4. promptly attended to in CHC 
with prompt diagnosis and emergency care 


No decision making power for 
woman — waited till husband 
returned to decide to go to hospital. 


1. No portability of services 
between natal, marital and 
resident village. ASHA 


1. Adequate ANC in spite of being migrant, 
2. Recognition and adeg Rx of malaria in 


1. No protocols for management 


ASHA to CHC of a woman in emergency. - pregnancy, 3. Family counselled on emergenc 
(22 km, Janani Exp) — pcan * 2. No malaria in pregnancy APH not recognized as emergency. No recognition of danger readiness, able to recognize danger signs, 
te Heme nos has area pl, programme for a malaria signs — delay 4. Availability of free emergency transport, 


2. No guidance in CHC as to 
where to go and what to do 
for a woman in emergency 


5. ASHA accompanied woman to facility, 
6. Help desk in facility for guidance, 
7. Prompt diagnosis and treatment 


endemic area 


1, Adequate ANC and Rx of anaemia, 
2. Adequate intranatal Mx of anaemia 
— Blood transfusion, 
3. Prevention of PPH — AMTSL, 
4. Prompt Mx of PPH — Oxytocics, fluids, blood 


1. High risk of anaemia — 
no diagnosis or mx in 
antenatal period. 


1. Inadeg mx of anaemia 
antenatally and intranatally, 
2. Inadeg Mx of PPH 


Home to SDH 


(8 kms, hired auto) Delay in arranging blood 


1, Adequate ANC in spite of remote 
hamlet, Provision for ANM for transport 
2. Availability of roads and emergency 
transport, 3.Family counselled on emergency 
readiness and prompt decision to seek care, 
4.Availability of SBA for home del 


Structural issues — remote hamlet 


Home to CHC (28 kms, 
with no roads, transport 


hired a private vehicle) 


Yes. Delivery in BPHC, 
went home. D8 — BPHC 
(pvt car, 5 km), refd to 
med college 
(ambulance, 40 km) 


1. Adequate asepsis during delivery, 
2.Discharge after 48 hrs stay in facility, 
3. Adeg PN care and prompt 
recognition of complications and referral 


No recognition of danger 
signs — delay 


Sepsis after inst delivery — 
QoC in infection control inadeq. 


1. Sepsis after facility birth, 
2. No postnatal care 


No data No data 


1. Prevention of PPH — AMTSL, 
2. Prompt recognition and Mx 


Yes. Home to PHC (3 km) 


1. Inadeq mx of PPH in PHC. 


awe 2. Delay in being seen in of PPH in PHC — Oxytocics, fluids, 
(Ambulance, 40 km, per nes emergency at med collge. 3. Accountable referral — emg transport, 
40 min) accompaniment, continuing care 


1. Early diagnosis of prolonged labour in PHC 
— Partogram, 2. Accountable referral — 
Accompaniment, Continuing care, 


1. Poor perceived QoC in med college 


Yes. PHC (8 km) to med 


college (48 km, 2.Inadequate mx of obstructed Prolonged labour — R fiance on pvt sector. 3. Early diagnosis of prolonged labour in 
arr te ica labour and eclampsia in not managed adeq medical college — partogram, 4. Monitoring 
taken to pvt hosp med college. of blood pressure during labour, early 


diagnosis of hyperetension and mx. 


1. Early diagnosis of prolonged 
labour in PHC — Partogram, 


Home to BPHC (pvt car, 


5 km) to med college 1. Poor perceived QoC in med college. — 2. Accountable referral — 
(40km), but went to 2. Inadeq mx of prolonged Poor QoC in CS. Reliance on p scrompuniane, Coniaaing 
+ labour in BPHC. 4. CS without delay in higher facility 


1. Adeq ANC and diagnosis of malpresent- 
ation, 2. Early diagnosis of malpresentation 


latives and patient and prolonged labour — partogrom, 
ane Found fatto Poor QoC — Inadeq mx 3. Accountable referral - Emg transport, 
packing had been Drs cite lack of HR of obstructed labour, accompaniment, continued care, 
done during last rites. malpresentation and PPH 4. Prevention of PPH — 4 
PM done and FIR lodged. 5. Prompt recognition ow 
d of PPH = oxytocics, fluids, 


No accountability in referral, 


PPH not diagnosed, delay in mx 
no emergency transport provided 


Unnecessary blood transfusion. 
PN anaemia could have been 
managed with iron sucrose 

or oral iron 


Reliance on pvt sector. 


1. TBin ancy ~ inadeq 
es Unemployment, so very little food. 


diagnosis and Rx. 
2. No PN care. 


72 


6] Untar | Azam- OBC Homemaker 
Pradesh} garh 


Uttar Wage work 
: 9 -: se 


Prev 2 CS by first marriage. 
One infant death. Second marriage now. 


in 3rd stage. Bleeding. Reposited by dr. 
Given | unit blood. But died in 4hrs. 


Went to CHC with swelling, jaundice. Adv USG outside. 
Admitted in CHC next day, given 1 unit blood and D/S. 
Had convulsions that night. Taken to CHC (108). 
Admitted one day, inj and D/S. Cough and blood 
stained vomiting thot night. Admitted in CHC again 
and given some med. Decided to go to med 
college as poor QoC in CHC. Pvt vehicle — 
took 4 hrs (traffic jam). DOA. 


Bleeding at term. Taken to CHC (108). 
Refd to med college (2 hrs). USG in pvt centre. 
Bleeding profusely. CS at med college after 8 hrs. 
PPH. Died within 12 hrs. 4 units transfused. 


Went to CHC in labour. Told to go to DH. Seen by 
dr >2 hes after admissn. Delivered after 4 hrs. 
PPH — not seen by nurses/drs as duty changing fime. 


One prev infant death. ANC at CHC, OH 


Fever and bleeding 7/12 -Traditional healer for 2 days. 
Then went to hosp in tempo, but miscarriage on the 
way, so brought back home. But continued to bleed. 

Next day — jeep to pvt NH. D&C for retained products. 

Still bleeding for 2 days. So refd to CHC (Pvt vehicle). 

Sent to DH from there without admitting in 108. 
DH, not seen —refd to med college. Went instead 
to pvt NH. Admitted and rxed for | week, but died. 


Worked in stone quarry till 7th month. 
Fever and bleeding at 7/12. 


Labour. Went to HSC twice, but locked. So delivered 
at home by dai. Retained placenta. Taken to CHC 
(tempo) 5 hrs later. Placenta removed by nurse 
piecemeal. Then refd to DH. But died outside CHC. 


One prev SB, also retained placenta in 
that delivery. This pregnancy — 
1 ANC in pvt NH (Had USG, but no BP) 


Labour, went to PHC only next day (no money). 
Refd to DH. Admitted there and asked to 
buy drugs. No intervention as no 
money to buy. Died after 8 hrs. 


3/12 unwanted preg. Abortion by traditional 
midwife (tradn! med PV). D6 — Expelled fetus at 
home and bleeding. Could not seek care as 
night. Next morning went to CHC — adinitied, 
aiven inj. Died 1 hr later. 


Prev 3 home del, all alive. 


Labour — given inj by jholachap dr. 
Then refd to med college. 108 took to CHC. 
Seen by nurses and sent to med college. 
Admitted and CS after 11 hrs. 2 days later — 
giddiness, vaginal burning sensn, abd pain, 
Died few hrs later. 


Anaemia in pregnancy- given IFA 


Mitanin took to PHC in labour. No dr, so refd 
to CHC. Refd to med college as meconium. 
Diagnosed twins in med college. ND few hrs later 
(twins). Bleeding. Injections, 2 units blood, 
died 12 hrs later. 


PROM. Token to pvt hosp 6 hrs later. 
ND soon after. Uterus prolapsed (?inversion) 


Prev all home del. Eight living children. 
No ANC. Breathlessness and bleeding 
at term 


Rxed at home by jholachap and tantrik for 
3 days for backache, swelling and breathlessness. 
Worsened on D3 night. Could not be taken at 
night to hosp. Died before getting 
vehicle next morning. 


Prev home del. Swelling all over in prev 


ANC with ANM (TT, IFA). 
Swelling hands and feet 


Home del. Profuse 
Taken immed to pvt hosp (20 min). DOA. 


Family members repeatedly 


told staff about excessive 
12 km) to DH (35 km, bleeding, but not |. Prevention of PPH — AMTSL 
Pvt vehicle) recognized. Nurse and 2. Prompt recognition and Mx of 
dr refused to see as 


PPH in DH — Ox , fluids, 
duty changing time. -— at 


vehicle, 20 km), to CHC 
(pvt vehicle, | km) to DH 
(ambulance, 35 km), refd 
to med college (130 km), 
but went to pvt NH (5 km) 


2. Availability of emg transport, 
3. Access to safe abortions services in 
public sector, 
4. Adequate post abortal care with 
promp! diagnosis and mx of sepsis 


No accountability 
during referral 


No access to safe abortion 
services in public sector. 


Sepsis not diagnosed or 


Husband disabled, addicied to 
treated adeq. 


drugs and alcohol, did not work. 


j 
“p 
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Home to CHC (29km) No data Bo 


Home to CHC (108, 
10 km) to Med college 
(108, 32 km) 


1. Family counselled on birth preparedness 
and emg readiness, 2. Availability of SBA 
in HSC, 3. Prevention of PPH — AMTSL, 
4. Prompt diagnosis of retained placenta, 
PPH — oxytocics, fluids, 5. Accountable 
referral — emg transport, continuing core, 
accompaniment, 6. Adeg Mx of retained 
placenta in CHC — Manual removal, 
blood, fluids, oxytocics 


1. Family counselled on birth preparedness 
and emergency readiness, 
2. Sought care without delay, 
3. Availability of emg transport, 
4. Prompt CS in DH 


1. Access to contraception, 2. Access to safe 
abortion services in public sector, 
3. Family counselled & aware of danger signs, 
4. Availability of post abortal core, 
5. Availability of emg transport, 
6. Prompt recognition and Mx of 
abortion complication in CHC — uterine 
evacuation, fluids, blood. 


1. Family counselled on birth preparedness 
and emergency readiness, 2. Sought care 
without delay, 3. Availability of emg transport 
4. Accountable referral from CHC — accomp- 
animent, continued care. 5.Prompt CS in 
med college under adeg asepsis, 
6, Adeg PN care in med college, 
7. Prompt recognition and mx of sepsis 


1. Adeg ANC with diagnosis of twins. 
2. Family counselled on birth preparedness 


Home to CHC (pvt 
vehicle, 11km) to 
DH (30 km), 
but died before that 


No accountability 


Inadeg mx of PPH and retained 
during referral 


placenta in CHC. 


Admitted in DH for 8 hrs 
for CS — not attended 
to and died in the DH. 


PHC (1.5 km, pvt vehicle) 
to DH (50 km, pvt vehicle) 


Unavailability of drugs 
and basic supplies. 


Husband alcoholic — does 
not work. No money. 


No Rx for incomplete abortion with 
bleeding in CHC — 
only inj given, no evacuation 


No access to safe 


Husb wanted her to continue preg, 
abortion services. 


so did not tell him about abortn, 


No access to emrgency 
obstetric care, 11 hrs after 
admission CS performed 


Reliance on traditional 
healer in emergency 


Sepsis not diagnosed or 
treated adeq in med college 


No data 


5 ; ; : and emergency readiness. 
Lee diagnosed ie “ shee Early marriage (16 yrs), 3. Accountable referral — Accompaniment, 
2. Inadeq mx of PPH in med college. Son preference cutnaing an, 


Blood transfusion not adeq. 4. Prevention of PPH — AMTSL, 


5. Adeq Mx of PPH — Oxytocics, 
fluids, adeq blood, 
1, Prevention of PPH — AMTSL, 
2. Adequate third stage mx, 
3. Prompt recognition and Mx of 
PPH — Oxytocics, fluids, blood 


1. Adequate ANC and diagnosis of pre 
eclampsia with prompt mx, 
2. Counselling on emergency readiness 
for family 
3. Prompt recognition of complication 
in CHC and initiation of MgS04, 
4. Accountable referral with emg transport, 
accompaniment and continuing care 
1. Adequate ANC 2. Counselling on birth 
preparedness and emergency readiness for 
family 3. Prompt recognition of APH ond 
accountable referral from CHC — stabilizing 
care (fluids), accompaniment, continuing care 
4.Prompt care at ripe — prompt 


GS, 
5, Adeg Mx of PPH — fluids, oxytocics, blood 


1, Adequate ANC and Rx of anaemia, 
2. Family counselled on danger 
signs and sought core, 

3. Availability of emg transport 


1. Third stage mx inappropriate. 
2. Inadeq mx of PPH. 
Blood transfusion not adeq. 


Poor QoC in CHC — did not pick up 
complications, sent woman with 
eclampsia home. 


No access to prompt 
emergency medical care 


1. APH not recognized as emergency 
— CS after 8 hrs. 
2. Inadeq Mx of PPH in med college. 


No recognition of danger 
signs — delay. 
sh Reliance on trdn! healing 
fr a in emergency. 


Probable Anaemia - 
diagnosis and Rx inadeq 


Sent from med college 


Home to CHC (108) to 
er to pvt centre for USG 


Access to contraception 
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Course of events 


Total No. of 
Ocu- so for history in past or 
patos (including poe pga 
this one) 


Headache, chest pain at 9/12. Jhadphook at home. 

Went to PHC after 6 hrs as no improvement. Nurse 
refd to med college. But compounder promised to 
rx at home. So went home. Compounder transfused | 
unit blood at home. Seizures after 6 hrs. Compounder 
refd to med college. Died in transit. 


ANC at VHND — Told to have severe 
anaemia (Rx?). Severe headache, 
chest pain at 9/12 


Labour, admitted in pvt hosp. Swelling, chest 
pain post delivery. Transfused | unit blood. 
Irritable, abnormal behaviour. Died 12 hrs later. 


Joint pains, chest and stomach pain seasonally. 
Sick during early preg. ANC in VHND 
—low Hb, low weight (35kg) 


Hospital 
Private 


Labour. Called 108, but delivered at home before that. 
So 108 sent back. Worsened next day. Taken to state 
disp (no dr), then to pvt NH. Kept for a few days - 
jaundice — LAMA and taken to Ojha, but worsened. 
Finally to pvt (refused), then pvt hosp — died. 


ANC (Only TT). Did not take IFA. 
Was anaemic. ASHA did not counsel. 


ND at home by dai. Some bleeding 
and then breathlessness — called ojha, 
but died 


Prev home del. Anaemia during pregnancy 


Labour at 4 am. Husband away, so delay. 
ASHA called 108 — went to CHC (500m,no dr), 
taken to civil hosp (not seen?) then to pvt NH 
(16 hrs after onset of labour). 

CS next day morning. Died the next day, 


16 years. 3 ANC, 2 TT. 
Headache in late pregnancy 


Urinary retention in late pregnancy 


ND at home by dai Then bleeding. 
— drained by a pharmacist 


Did not seek care. Died 


8/12 — abd pain — 108 did not come — so pvt vehicle 
after 2 hrs — went to civil hosp. Saline, inj, tabs given. 
Catheterized (Reason?). Several injections given 
periodically. Family not informed of woman's status, 
Refd to med college next morning. But died soon after 


Regular ANC in civil hosp. 


Severe headache at term. Called ojho. 
Worsened at night. 108 refused to come. 
Home delivery. Had seizures 1/2 hr later, bleeding. 
Almost 24 hrs later, called vehicle, but died before that. 


Regular ANC at SC 


Married at 15 yrs age, ANC in SC, 
rations irreg from ICDS, 
suffered from dysentery 7/12 


No Rx for dysentery. Delivered in 
the toilet after 3 days. Died within 2 hrs. 


Went to state disp for ANC at term. 
Told to get admitted as term. ND at state disp. 
Bleeding after del. Refd to civil hosp (pvt vehicle) 
Dr tried to give inj, but was shaking hands and legs. 
Died soon after. 


Fever, vomiting and bleeding in 5/12. Went to State 
Dispensary after 2 days, stayed 3 days—no improvement 
refd to Civil Hospital. Told she needed blood and D&C 
immediately. When Family members came after 
arranging blood, then doctor was not at the hospital. 
So blood could not be given and patient died. 


Fever, vomiting and bleeding in 5/12. 


Fall at 4/12. Took to civil hosp. Told to be Normal. 
Home del at term. Stopped talking 15 min after del 
Went to hosp, but died in transit. * 


Violence by husband. Went to natal family after 10 
days. Hod poin. Called 108, refused to come. Taken by | Public, 


pvt vehicle to civil hosp. Told to have 1UD. Delivered SB.| civil ND 
Family asked to arrange for blood, but could not. hosp 
D/S after 5 days and sow pvt petner. Could 


not afford medicines, Died that evening 
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No dr in PHC, Rx by compounder 
including blood transfusion at home 


Anaemia in AN period - 
not treated adequately. 


nienaially, 
2. Intronatal Mx of anaemic ~ blood, AMTSL, 
3. Adeg postnatal care with prompt Rx 
of (i 7 


er pe feele fee) 


lad 
Yes, from state disp to net eh par 
pvt NH (pvt vehicle), No accountability Anaemia in AN period - : , 3. Adeg PN care with prompt 

Then ojha, then pvt NH, during referrals not treated adequately. QoC in state disp not known. Reliance on informal pciner recognition of complications and Rx, 


then private hosp 4. Adeg PN Mx of severe anaemia — blood, 


5. Accountable referral — emg transport, 


1. Adequate ANC and Rx of anaemia, 


Anaemia in AN period — 


No recognition of danger signs 
not treated adequately. - he 


— delay. Reliance on irda! healer. 


4. Prompt recognition of danger 
signs and seeking core 
1. Adequate ANC and Rx of anaemia, 
2. Family counselled on birth preparedness 
and emg readiness, 3. Availability of emg 
transport, 4. Prompt recognition of danger 
signs and seeking care, 5. Accountable 
referral — emg transport, accompaniment, 
continuing care, 6. Early recognition of 
prolonged labour — partogram and CS, 
7. Intranatal Mx of anaemio — blood 
].Adequate ANC, 2. Family counselled on 
birth preparedness and emergency readiness, 
3. Availability of SBA for home del 


Yes, ASHA to CHC to 
civil hosp (26 km) 
to pvt NH (7 km). 


Husband migrant — away, so delay 
in decision making. 
Expenditure about a lakh 


1. Probable anaemia in 
AN period -not treated adequately. 


1. No care in emergency 
in public sector. 


Obstructed labour not mx adeg. 
Delay in CS. 


Structural issues. Sold a cow for the 
urinary retention. No resources 


* em ata to go to any facility. Access also poor Reliance on informal pciner 4. Availability of emg transport, 
(rivers with a broken bridge). 5. Prompt recognition of danger signs 
So decided not to seek care. and seeking care, 


6. Free and quality services in public sector 


1. Availability of emg transport, 
2. Prompt recognition and Mx of emergency, 
3. Accountable referral — emg transport, 
continuing care, accompaniment 


No details of what Rx was given 
in civil hosp — so unable to 
comment on appropriateness. 


je eee 


Delay in treating incomplete 
abortion in state disp. Inadeq mx 
of bleeding, anaemia 


Yes, home to civil hosp to 
- med college (30 km) 
(died at civil hosp) 


Family does not know what 
the woman suffered from 


1. Family counselled on birth 
preparedness and emergency readiness, 
2. Sought care without delay, 
3. Availability of emg transport 


No access to emergency 
transport — asked for 108 
but did not come 


Reliance on informal petner 


No recognition of 
danger signs — delay 


Although family managed 
to arrange blood, doctor 
absent, nurses did not 
recognize seriousness and 
told family to wait until 
doctor came when patient 
needed emergency care 


Madrasa teacher — did not want 
to go to hospital for 
religious reasons. 


1. No emergency transport, 


108 refused to come. No Rx for PN anaemia for 
2. Responsibility for arranging 5 days in civil hosp 
blood transferred to family 
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Labour — went to PHC (108). No dr. 
Sent to state disp. ND few hrs later. 
Bleeding after del. Given inj, saline. Refd to 
civil hosp.(ambulance). Continued to bleed. 
Died that night. 


Regular ANC in SC. ICDS rations irreg. 


Was anaemic and jaundice, diarrhoea in pregnancy. 
Admitted in TE hosp with pain for 7 days. Refd to med 
college in labour — ND. Baby died next day (Reason?). 
Bleeding after del. Given 4 units blood. 
Was taken to TB ward D8, put on 02. 
Died D9. ASHA suspended for this death. 


Past: caesarean and 7 unit blood 
transfusion in earlier delivery 
at Tea Estate Hospital. 


TB in AN period? Not rxed. ND in med 


One month before delivery, cough and college hosp. After 2 days, swelling of legs. 
swelling — tea estate hosp — Admitted some days later in TE hosp. 
told to have TB verbally, no Rx LAMA because of Puja holidays. 


Lost weight. Died 1/12 later 


Labour pains. Went to CHC. Refd after 6 hrs to med 
college. ND few hrs later. Baby admitted in NICU next 
day (meconium). Mother D/S D2 and waited outside 
NICU. Fever since D3. Readmitted in PN ward. No Rx 
there so family got medicines from med store for fever. 
Persistent fever. Fainted D7, given IV. Died soon after. 


Prev 3 miscarriages. ANC in SC 
and pvt (TT, IFA, abd exam). 


Labour pains. Went to CHC. Admitted and 
given 4 inj by nurse. Pains stopped. So family 
took to pvt hosp. Hb 10.6. Told she needs CS. 
To arrange blood. Blood given (Rs 3000). 
Refd after blood transfusion as worsening, 
died before vehicle could be arranged. 


Prev obstructed labour — SB. 
One ANC in CHC (BP weight, 
abd exam, Hb, TT). 


Labour at term. Went to med college (108, 1 hr). 


K/C/O sickle cell anaemia. ND after 1 hr. Profuse bleeding. Told to nurse — 
Prev 2 daughters. ANC in med college. did not see as she was conducting another delivery. 
At term BP 120/90, Hb 11.8. When bleeding + + told dr. Given IV, 


injections and 1 unit blood. But died within 3 hrs. 


ND at home by untrained dai. Well postnatally. 
Swelling face and hands. Seizures on D5 evening. 
Traditional healer at home. Raining, could not go to 
hosp. Went next morning to CHC. Nurse admitted, 
but could not find inj in CHC or med store. So refd to 
med college after 1 hr. Delay in admission in med 
college (rooms being cleaned, no dr). Died soon 
after admission. 


Prev 2 home del, girls. ANC in VHND 
(BP in 3/12 — normal). Swelling face, 
hands since 7/12. 


Lived in a resettlement village because of tiger 
reserve. 10 kms from road, cut off during rains. 

No ICDS centre. ANM does not visit. No immunization 
in the village. ND at home by dai. Then bleeding + +. 
Decided to take to hosp after 1 hr. 
Delay in arranging vehicle. Died on way. 


No ANC. Dry cough in pregnancy. 
Told to be anaemic by local petner. 


Labour pains. Taken by ASHA to CHC (motorbike, 
2km). ND after 4 hrs. After 1 ‘4 hrs, some bleeding, 
breathlessness and heartburn. Given some inj. 
Worsening — refd to DH for blood transfusion 
(ambulance, reached after 3 hrs). Given IVF, inj, 02. 
Died before blood transfusion. 


Prev early ND, prev miscarriage. 
ANC>3 in CHC. Did not take IFA (side effects) 


Aram- 
gorh 


(pvt vehicle after 6 hrs). Refd to pvt 
NH in another town (2 hrs). 2 inj, 02. 
Refd after 3 hrs to DH. Given 2 inj, 
told to have IUD, prepared for CS. 
But died before that. 


Prev miscarriage, 3 ANC (IFA, TT, 2 USG). 
Swelling face and hands near term, 
blurring of vision. Seizures after 4 days 


Abd pain — taken to pvt dr, told not in labour. Then 
went to HSC — nurse said 2F dilated will deliver by 
evening. Gove inj. But sent home in the evening. 


ANC in CHC. Told to be anaemic (IFA). Continued to have pain, so taken to DH next 
Fever at 8/12. morning, told to be anaemic and refd to med college. 
Bot took to 7 different trdn! healers next 2 days. 
Worsened, token to CHC on third day, 
refd to med college, died on way. 


Labour. Went fo HSC, given inj, refd to med collage 
Prev early ND. 3 ANC in VHND. after 6 hrs. Went to pvi NH. Refd to another pvt hosp. 
Told to be onaemic. Told to have anaemio and jaundice Given blood 
Fever and jaundice in pregnancy Delivered SB. Unconscious after that 


Died few hrs later. 
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|. Prevention of PPti— AMTSL 2. Adequate 
third stage ma 3 Promp! recognition ond 


PHC to state disp to 
civil hosp (10 km) 


TE hosp to med 
ing BaSE 


Home to CHC to med 
saggy oe 
CHC (12 km), taken by 
family to pvt hosp (pvt 
hice, rs 400, No data 7km 
30 min, 8 km) 


Home to CHC (pvt 

vehicle, 30 min) to 
med college (108, 
1000rs) 


Inadequate ma of PPH 
in multiple facilities. 


Was put on the floor as no 
beds available in the PN 
period. Also, family felt the 
ards were very unclean and 
that she would have 
survived if brought home. 


2 Adequate 1atranaial Mu of prolonged 

labour, anaemic partogiam Blood 

transtusion, 3. Prevention of PPH — AMTSL, 

4. Adeg ix of PPH — oxytocics, blood, fluids 

5.Adeg PN care — Prompt recognition and 
Mx of complications 


Anaemia in AN period 
- not treated adequately. 


Negligence by family — 
abandoned earlier in the hospital. 


1. Adequate ANC and Rx of TB. 
2. Adeg PN care- follow up to ensure TB Rx 


Inadeg Rx of TB in AN period. 


Family had to buy 


medicines from pharmacist Sepsis after inst delivery — QoC Adeg asepsis during deli 
, ‘ Inadequate mx of PPH rie a | Adeg asepsis during delivery, 
in J medical in multigle facilities in infection control inadeg. 2. Adeg PN care — recognition of 
‘ore while Not diagnosed or treated adeg. complication and prompt Rx 


admitted in med college 


1. Adeg ANC 2. Family counselled 
on birth preparedness, emergency readiness. 


Responsibility of arranging 


; Prev obstructed labour. Probable labour 3. Adeq Wx of labour in CHC — partagram, 
blood transferred to famil ‘ atte 2 : iagnosis of obstructed labou 
a dees ss "Y Not picked up as high risk augmentation by nurse in CHC. we = = 7 


4. Accountable referral — emg 
transport, accompaniment, 5. Prompt CS. 


1. Prevention of PPH — AMTSL, 
2. Adequate third stage mx, 
3. Prompt recognition and Mx of PPH 
— Oxytocics, fluids, blood 


Inadeg mx of PPH in med college. 


Inadeq blood transfusion. Son preference 


1. Family counselled on birth preparedness 
and emg readiness, 2. Recognized danger 
signs and sought care immediately, 

3. Availability of emg transport, 4. Initial 
Mx in CHC- MgSO4,. 5. Accountable referral 
— stabilizing core, accompaniment, continuing 
care, 6. Prompt Rx in med college 


1. Availability of roads, and other facilities 

for resettlement village. 2. Travel provision 

made for ANM for ANC. 3. Family counselled 
on birth preparedness, emg readiness. 

4. Availability of emg transport specific to 
terrain, 5. Availability of SBA for home 
delivery. 6. Prompt recognition of danger 
signs and seeking core. 


Delay in both CHC and med college 
—no drugs. No triage for 
emergency. 


1. Informal payment for 
108 2. Had to purchase 
medicines at med college 


1. No recognition of 
danger signs — delay, 
2. Son preference 


Structural issues — remote 
hamlet with no roads, transport. 
No facilities made for 

resettlement village. 


Early marriage (17 yrs) 


1. Adequate ANC and Rx of anaemia, 
2. Prevention of PPH — AMTSL, 
3. Prompt Mx of PPH — Oxytocics, fluids blood 
4. Adequate postnatal care — early 
recognition of complication and mx. 
5. Accountable referral — Emg transport, 

accompaniment, continuing care 


1. Adequate ANC and diagnosis of pre 


Home to CHC (ASHA, 


Inadeq Mx of PPH and anaemia 
in the PN period. 


Anaemia in AN period -not 
treated adequately. 


eclampsia with promp! mx, 
1. No recognition of ee 
deq Mx of eclampsi danger signs — delay, Availability of emg transport 
- pice nay = 2. Reliance on informal petner, 4. Prompt recognition of complication 
pvt sector. in pvt clinic and initiation of MgS04, 
5. Accountable referral with emg transport, 


Reliance on informal pctner, 
trdnl healer in emergency 


Anaemia in AN period 
-not treated adequately. 


Danger signs — fever, jaundice 
— not recognized by HSC. 
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Cours of evots 


Unwanted pregnancy. Contirmed at 4/12. Went to 
ANM's house — tablet inserted in vagina and sent 


Prev 5 living children. home. Profuse bleeding next day. ANM come home 
No contraception. and gave inj. Taken to ANM's home few hrs later as 
Unwanted pregnancy. bleeding continued. Given some more inj. 


Continued to bleed and died o few hrs later. 


Edema since 6/12. Altered sensorium. 
Traditional healer at home. After few hrs, 
ASHA called — taken to PHC by ambulance, 
sent to DH. Sent to med college, 
but died in transit. No Rx in between anywhere. 


Swelling face and hands since 6/12. 
Altered sensorium, abd pain 8/12. 


Taken to PHC as stopped speaking (?unconscious). 
Given IVF Then refd to CHC. Admitted 8 d. 
Then D/S and tradni healing. Worsened. 
Then taken to mission hosp by natal family. 
Brought home after 2-3 days and died next day. 


No ANC at all. Very weak, 
could not speak (2unconscious) 
at 8/12 


ANC in PHC. ? Had heart disease earlier? 
PROM at term. Pvt vehicle taken to DH by ASHA. 
ND in 3 hrs. Had seizure 10 min after del. 
Given tabs and then shifted to ward. Chest pain 
after 3-4 hrs. Given IVE. inj. Died within 2-3 hrs. 


3 Prev pre term del, 
neonatal death. 


Admitted in NGO hosp in 8/12 — severe anaemia and 
dengue. No improvement after 10 days, so refd to med 
college (ambulance). Admitted and asked to buy 
medicines for Rs 11000 outside. Came back home 
since no money. Pre term del next day. Early ND. Fever, 
swelling after that. Shown to local pctner D7. Given 
IVF and inj. Worsened 4 days later. 

Died while being taken to local pctner on bike. 


Altered sensorium at 4/12. Called tradn! healer, then 
MPW home. Worsening, unconscious. Took to pvt hosp 
(25km, pvt vehicle). Refd to med college. But went 
to another pvt hosp. Admitted in ICU and treated, 
but died next day. Hosp slip diagnosis — Hepatitis, 
ARDS, with convulsions, septicaemia 


ANC in VHND. 
Admitted in NGO hosp 8/12 with 
severe anaemia (4.5 gms Hb). 
Diagnosed to have dengue. 


Severe abd pain and fever at 9/12. Brought to 
NGO hosp. Diagnosed to have sickle cell disease. 
Died despite rx in 2 days. 


ANC in pvt dr. Severe abd pain 
and fever at 9/12. 


ND at home before dai could arrive. Profuse bleeding. 
108 was busy so another 108 had to come from 70 km 
away and came after | ¥% hrs. Was unconscious by then. 
108 took to CHC, no dr/nurse there. So went to pvt NH. 
Admitted and given 5 units blood. Breathlessness D2, 
so refd to another pvt hosp, given 1 more unit. 
But worsened. So refd to med college after 11 hrs. 
In 108, but vehicle broke down in between, 
Another 108 called and taken to med college (dr 
and nurse accompanied), but died before reaching. 


Labour at term, Went to charity hosp, sent home, 


Tiredness and giddiness since early preg. 
Admitted twice in pvt hosp for rx. Adv admissn 
at term for delivery, but refused as there 
was a religious fn at home. 


; but pains increased and went back that night 
Prev y girls and a boy (visually impaired) Started pushing soon after and had ? seizure 
This preg because of son preference. (eyes fixed stare and bleeding from mouth) 
3 ANC in HSC (BP 110/70, Hb 9.5). Dr called in 15min and inj given. 


USG monthly till 8/12, then weekly. Physician called — heart only 25% working — 
shifted to ICU of another hosp, ventilator. 


Died within an hour. 


Refd to PHC at 7/12 as BP high. Refd from there to pvt 
hosp (chiranjeevi). Refd from there to charitable hosp 
Suspected to have heart disease there and sent to 
another charitable hosp. Diagnosed to have hole in 
heart, given med. Labour at term — taken back to 
this charitable hosp (108). CS — LB. Was in ICU, seizure |p 
on D3 after shifting to ward. Shifted back to ICU. 
Relatives asked to arrange blood — neg group so got 
after 6-7 hrs with difficulty after checking in 3 blood 
banks. D/S and token home, continued to have 
seizures, so taken to another pvt hosp — no improve- 
ment ofter 2-3 days, so taken home. Died next day. 


ANC in SC. Refd to PHC in 7/12 as high BP 


Went at 8/12 to pvt hosp in labour. Delivered twins 
by vacuum. Altered sensorium after that. So refd to 
another pvt hosp — MRI, CT done — no improvement 
after rx. So refd to another pvt hosp — told to have 


ANC in HSC and pvt hosp — diagnosed twins. 
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Husband did no! agree to 
termination. So gave anklets 
for the abortion. 


counselled and aware of dange! signs 
4 Availability of post abortal core, 

5 Availability of emg transport, ¢ Prompt 
recognition and Mx of abortion complication 


Inadeq mx of eclampsia in multiple 
facilities — MgSo, not given in 
any facility en route. 


No recognition of danger 
signs — delay 


readiness for family 3. Availability of emg 
transport 4. Prompt recognition of 
complication in PHC and initiation of MgS04, 
5. Accountable referral with emg transport, 
accompaniment and continuing care 
1. Adequate ANC and Rx of anaemia, 
2. Family counselled on birth preparedness 
and emg readiness, 3. Availability of emg 
transport, 4. Prompt recognition of danger 
signs and seeking core, 
5. Prompt diagnosis of emergency and Mx 


el 


je feelin 


Yes, NGO hosp to med 45 km 
college (ambulance) (NGO hosp) 
No ANC. Anaemia in AN period — 


Marriage in other caste, 


2nd marriage, 2nd wife 
(first does not have children). 
Violence — occasionally moved 
out of home. 


Yes, from PHC to DH, 
then to mission hosp. 


No ANC. Anaemia in AN period — 
not treated adequately. 


1. Adequate PN care — diagnosis 
and Mx of complication 


Asked to buy drugs from 


1. Family counselled on birth preparedness 


outside in med college — Lack of availability and emergency readiness, 
no follow up to see of free medicines 2. Prompt free Rx in med college 
what happened to pt with free drugs available 


1. Prompt provision of tertiary critical core 


so not picked up as tribal, 
high risk of sickle cell 
disease and 


1. Adequate ANC and diagnosis of 
sickle cell anaemia ino 
high prevalence group 


AN screening missed. 


1.Adequate ANC and Rx of anaemia 


Access to emergency transport antenatally, 

—first- 108 came late. 2. Family counselled on birth 
2nd 108 out of order on the way in preparedness and emg readiness, 
3rd 108 patient died, Anaemia : seis oo wry 

in ANC period not diagnosed ; weasel 


1. Adequate ANC and diagnosis 
of probable heart disease, 
2. Adeq intranatal Mx of heart disease 


Irrational care during 
preg (overmedicalizn) — 
Multiple USG 


Yes. 
From HSC to PHC to pvt 


Responsibility of 
arranging blood 
transferred to family 
— contributes to delay 


Anaemia in AN period 
-not treated adequately. 
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Labour at term: Taken to CHC.ND soon after. Retained 
placenta. Given inj by nurse: Called dr after 1 hr. 
Bleeding +. Given IVF, inj. Refd to med college after 
2 Va hrs. No vehicle in CHC, so told to arrange pv 
vehicle. Husband went back to village to arrange 
money, got pvt vehicle (4 hrs after del). Died in transit. 


Migrant labourer in city in neighbouring state. Labour 
at term, went to pvt hosp in this city. Told to have twins 
with one breech, delivered by CS that night. Sx lasted 
1 “hrs, shifted to ward. 2 hrs later, abd swollen, abd 
pain, restlessness, no urine output, breathless. 
Seen by dr and taken back for Sx. Complicns during 
second sx, so refd to med college hosp in same 
city after 3 hrs. Died soon after admission there. 


Admitted in DH in labour. Told to have high BP and 
anaemia, needs CS. Given | unit blood, CS done. 
Did not regain consciousness after CS. Abd bloating, 
restlessness, no urine output on D1. Refd to med 
college (185 km) 36 hrs after CS. Took 5 hrs 
to reach. Admitted, given inj, 02. Died soon after. 
Told to have brain hemorrhage. 


Admitted in CHC in labour. Given 8-10 inj to 
increase pains. No improvement. Refd to DH after 8 hrs 
Family took to pvt hosp. Told to have |UD, 
obstructed labour. CS after 7 hrs. Abd bloating, pain, 
breathlessness after CS. 

Refd to med college after 2 days. 
Family took to DH, but refd from there 
to med college (185 km). Died in transit 


Admitted with PROM in pvt hosp in 9/12. Inj given 
to induce labour, but no pains. So CS after8 hrs 
(gynae called from town 50 km away). 2 units blood 
got from this town. Given 1 unit blood after sx. 2nd 
unit started next day — started feeling restless. 
So transfusion stopped, blood bag left hanging on 
IV stand — same blood bag started after 6 hrs. 
Again restlessness, but transtusion continued. 
Breathlessness, restlessness, frothing from mouth. 
Taken in hospital vehicle by dr to next town 
(50 kms), but died en route. 


Labour in 9/12. Went to PHC (4 km). Told to be 
in early labour, so returned home and went back 5 hrs 
later. Delivered by ANM — left home immed after 
del. Staff nurse left in % hr saying the night duty 
nurse will arrive shortly. Started bleeding | hr after 
del. Family tried to call dr 8-10 times, came after 
| hr and refd to med college. No vehicle in 
PHC. Arranged pvt vehicle (600 rs) 
to med college(40 km). Died in transit. 


Migrant 
labourer, 
Wage work 


2 ANC by ANM (TTIFA, Hb 9.6, BP Normal) 


Migrant 
labourer, 


fer || q - Bi 


aie : 4: 
an 

pe } | 
Migrant 

labourer, 


No details from family on ANC. 


3 ANC, Hb 9, Swelling during pregnancy 


3 ANC. Swelling feet, hands, face. 
Tiredness. Weight 36 kg 


Prev 2 miscarriages. Marital home in MP. 
ANC in pvt NH in natal home in Rajasthan. 
Told to be anaemic. 


ANC in pvt hosp, Blood and urine 
inv done, told to be normal 


Labour at 9/12.Went to taluk hosp. Seen by nurse 
and told to go to higher centre. Went to see lady dr 
of taluk hosp at home, again told to go to higher 
centre. Went to DH in next state (100 km). CS done 
immed, increased bleeding, was in OT for over 6 hrs. 
Then told that she needed blood and to take to med 
college (100 km) . Admitted there, no details of rx, 
died next day. 


ANC with ANM. Told to have 
transverse lie in late pregnancy 
in taluk hosp. 


Went in labour to DH. Given inj to 
augment labour for 3 days. 
No progress. Died on 3rd day. 


Chest pain in 8/12. Taken to PHC. Adv to go to 
higher centre. Went home and then to pvt clinic in 
near by town, refused in 2 clinics, so stayed overnight 
at relatives and went to civil hosp next morning. 
Admitted, given IVF and told to take to med college 
(145 km). Went home next day. The day after, 
severe chest and abd pain. Went back to pvt clinic 
in next town, refd to civil hosp, refd to med college, 


ANC in CHC — told to be normal. 


Had chest pain in prev preg. 
Details of ANC not known to husband. 


ANC in HSC. TT and IFA 


. 2 Adequate third stage mu, 
Delay in in i 
retained oe PP oe. eee a ree 
4. Accountable referral — emg transport, 
1. Adequate AN( and diagaosis of twins, 
2. Family counselled on birth preparedness, 
emergency readiness, 
3. Sx under good quality conditions, 
4. prompt diagnosis and Mx of intro 
op complication, 
5. Accountable referral — Emg transport, 
accompaniment, continuing care 


1. Adequate ANC and diagnosis of pre 
eclampsia with prompt mx, 2. Counselling 
on emergency readiness for family 3. Prompt 
recognition of complication in DH and 
initiation of MgSO4, 5. Accountable referral 
with emg transporl, accompaniment 
and continuing care 
1. Adequate mx of labour with early diagnosis 
of obstructed labour — partogram. 2. No 


Yes. From CHC to DH. Lrrational use of oxytocin in augmentation of labour with intramuscular 
oxytocin. 3. Accountable referral — emg. 


om oe ee labour. Obstructed labour Reliance on pvt sector. : 

. . ‘ not diagnosed in CHC. Transport, accompaniment, continuing care, 

(185 km). Died in transit. 4. Prompt CS under aseptic, quality 
conditions. 5. Adeg PN care — prompt 
recognition and mx of complications 


Unnecessary blood transfusion. 


Yes, pvt NH fo next town PN anaemia could have been 
(50 km, hosp vehicle), managed with iron sucrose or 


1. Appropriate postnatal anaemia 
Mx with oral iron, iron sucrose. 


died in transit oral iron 


1. Prevention of PPH — AMTSL, 
Left unattended immed : R. — -_ * os 
after del. , . Prompt recognition a 
ate fae Two drs posted in PHC, be: fluids, blood 
No accountability during Inadeq Mx of PPH — delay Oxytocics, fluids, blood, 
valor but both do not stay there. 4. Acmenteble vetorrel ~omg? , 
— no emergency transport. ee to 


1. Family counselled on birth preparedness 
and emergency readiness, 
; 2. Accountable referral with emg 
Transverse lie detected AN, transport, accompaniment, continuing care, 
3 


but no plan for delivery Prompt CS. 
4. Adeg Mxof PPH — Oxytocics, fluids, blood 


Given 1500 rs informal 
payment to dr to do CS. 


Had one son earlier, but 
wanted one more as she 
was afraid of her only son 
dying and then being 
abused by her husband. 


Obstructed labour not diagnosed. 


No Hb in ANC according 
to pvt dr. 
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List of abbreviations for Annexure 1 


ee 


Abbreviation Expansion Abbreviation =>“ Espanies 
? Could not be ascertained MSB Macerated Stillbirth Pe: 
? diagnosis Probable diagnosis, but uncertain MTP Medical Termination of Preg y 
AMTSL Active Management of Mx Management 

Third Stage of Labour NA Not applicable 
AN Antenatal ND Normal delivery 

Antenatal Care NH Nursing Home 
pet Auxiliary Nurse Midwife NICU Neonatal Intensive Care Unit 
APH Antepartum haemorrhage NK Not known 
AW Anganwadi Number/12 Number of months 
BP Blood Pressure OBC Other Backward Caste 
BPHC Block Primary Health Centre OT Operation Theatre 
BPL Below Poverty Line PHC Primary Health Centre 
CCF Congestive cardiac failure PHU Public Health Unit 
CHC Community Health Centre Plts Platelets 
cs Caesarean section PN Postnatal 
d days PNC Postnatal care 
D Number Day Number PPH Post-partum haemorrhage 
DH District Hospital QoC Quality of Care 
DOA Dead On Arrival RH Rural Hospital 
D/S Discharged rpt repeat 
Emg Emergency Rx Treatment 
END Early Neonatal Death SB Stillbirth 
FM Foetal movements SBA Skilled Birth Attendant 
Hb Haemoglobin SC Scheduled Caste 
H/O History of SDH Sub District Hospital 
nt “a ST Scheduled Tribe 

va Sx Surgery 
HSC Health Sub Centre TB Tuberculosis 
= ~ ale TBA Traditional Birth Attendant 
IVF Intra venous fluids - aaa 
K/C/O Kn C P TT Tetanus toxoid 
own Case o 
LAMA Left against medical advice pe’ prin a ees 
LB Live birth UTI Urinary Tract Infection 
VHND Village Health and Nutrition Day 
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Annexure 2 


Tool for social autopsy 
of maternal deaths 
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Annexure 2 


Final version of social autopsy tool 


OS 


When did death occur (Tick 
appropriate option) Antenatal/ Intra-_ 
natal/ Postnatal/ Abortion 


Caste ( Please tick appropriate option 
and specify name of the caste) 
SC/ST/OBC/BC/Others 

Name of caste: 


Name of deceased woman 


Certified BPL 
(Tick appropriate option) 
Yes/No 


Education (Tick appropriate option) 
None/1-5/ 6-10/ 11-12/ 
Diploma/Graduate/ Postgraduate 


Place of Death 
(Tick appropriate option) 
Home/During transit/Facility 

If facility, specify name of facility and 
whether public/private. 


Name of Investigators/ Designation Name of the respondents and relation 
with deceased 


Date and Time of Death 


Date of Investigation 
(Indicate all the dates) 


I. Background information 


1. Type of family 


a) Joint 


Member of SHG/PRI/ 
Co-operative/ASHA/ANM 
(if any please specify) 
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2. Socio economic status of family 


a) Does the family own any land? (tick appropriate option) 


1. Landed (cultivated) 
li. Landed (Not cultivated) 
iii. Landless 


b) Type of house lived in 


1. Pucca 
li. Semi pucca 
iii. Kutcha 


c) Household income from all sources monthly (NREGA, wage work, agricultural income etc) 
3. Does the family have a RSBY card? Yes/No 


If yes, did the deceased woman receive benefits under RSBY? Yes/No 
(Please include any other state specific schemes as relevant to the context) 


4. Did the woman get rations from the ICDS during this pregnancy? Yes / No 
If yes, did she eat the provided take home ration? Yes/No 


5. Any history of migration/displacement in the family - Did the deceased woman or her husband 
migrate seasonally for work? 


a) Yes (specify and give details) 
b) No 


Il. Personal history of deceased woman 
1. Age at marriage (Write NA if not married) 


2. Occupation of the deceased woman (Tick all appropriate options) 


Agricultural labour Formal private sector (please specify) 


Non agricultural labour Others (please specify) 


3. Did the woman receive maternity leave/maternity benefits during this pregnancy? Give details. 


Narrate in the respondents' own words the events leading up to the woman's death 
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e itin the story based on the guidelines below) Field staff should also write distance 


Referral (Narrat - 
coveredin kms and number of facilities visited. 


|. Which facility did the woman first go to? 
(please specify whether it is public/private, SC/PHC/CHC etc.) 


2  Howfarisit from her home? (write inkm) 
3. Howwasshetaken from home to hospital? 
4. Howmany facilities did she totally visit? 


5.  Whatwasthe reason forreferral? 


6. Didnurse or doctor give referral note while referring her to other facility? 
7. Didnurse or doctor explain to family members reasons for her referral? 
8. Didanyhealthcare provider accompany her during referral? 


9. Howwasshetaken from one facility to another? 


10. How muchtime did the emergency ambulance/vehicle take to reach after the call was made? 
Il. Ifthe woman used 108 service, did 108 ambulance driver demand money? 

12. How much time did it take to reach from home to hospital and from one facility to another? 
13. Whattreatment did she receive during transit/ facility? 


II]. Reproductive history of deceased woman 


Outcome of pregnancy] Place of delivery | Whether any 


If yes, explain (For eg, 


Write appropriate icati 

Preanency | ' pprop (Home or health | complications |, 

Kony option facility or in bai delivery increased BP, bleeding, | Sex of the | 'S the child 
- whether abortion, | transit) Write NA or after prolonged labour, —_| child (M/F) | @live now? 
live birth, stillbirth) if abortion (FU Yea/Nigy. fOr een: See eee stad 


Was any co 
y contraceptive used by woman or her husband before the most recent pregnancy? 


IV. Medical history of deceased woman 


Did the deceased woman ever h 
spoelly r have any illness for which she needed long term medication? If yes, 
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V. Details of current pregnancy 


1. Number of antenatal check ups during the current pregnancy 


a) None 
b) 1 

) ae 

d) 3 

¢) 33 


2.  Placeofantenatal checkups (Tick more than one if different places were visited at different times) 


District hospital 


Medical college hospital 


3. Services received during antenatal care for the most recent pregnancy (Tick the appropriate 
response and specify number of times wherever information is available) 


Yes 


eee 
is 
an a. Sa 
a ee a 
i a 
meee {| | 


4. Were you ever told that her hemoglobin levels were low or that she did not have enough blood? (This 
could be corroborated with the hemoglobin level mentioned in the ANC cardif measured) 


5. Did any health worker inform the woman or a family member about possible options of places for 
delivery and help the woman/ family decide on this? 


6. Did any health worker inform you (family member) about possible danger signs during pregnancy, 
delivery and post partum period? If yes, can you remember a few points of what they said? 


7. Did any health worker inform you about what to do in the event of an emergency - whom to contact, 


where to go, how to call for ambulance? 
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DEATHS DURING THE ANTENATAL PERIOD 


i iod before the onset of labour. If 
i t for deaths that took place in the antenatal perio 
ype tcp pot to abortion related causes, use the form for deaths due to abortion instead. 


1. | Specify the month of pregnancy in which death occurred. 


2. Didthe womanhaveany problems during the antenatal period 


a) Yes 
b) No 
c) Don't know 


3. Ifyes, tick the problems from the table below 


SK |... ee 


a) During which month of pregnancy did these problems occur? (There may be several months in 
which problems may have occurred. Record all) 


b) Did she seek any care for the same? Yes/No 

c) Ifyes, 
i. | Where did she seek healthcare? (Record all places that she may have gone for health care) 
ii. Didshe getany treatment? 
iii. Whoprovided it? 


\v. Details of the treatment provided during each time (Tick and write at which months of 


pregnancy) 
Medicines ee 
a 
Blood transfusion Others (specify) 
Lab & Radiological tests ini eae 


4. | ; i 
a) Was the family explained about the complications and the treatment provided to the women? 


b) Was the family provided with d indicat: 
ocument/s indicating complications? If yes. plea 
from the documents with the family. ed ci 
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How much time elapsed between the time the problem was perceived by the woman/her family 
and decision to seek care? Describe for each time care was sought 


b) _ Ifthere was any delay in this, what was the reason? (Give for each time) 
1. Understanding the severity of the problem 
ii. Mobilizing funds 
iii. Arranging transportation 


iv. Others (specify) 


6. Ifthe woman had any complication and did not seek any treatment then what were the reasons, tick 
appropriate boxes. 


Severity of complications not known 
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conversations with the family an 


DEATH DURING OR AFTER INDUCED ABORTION/MISCARRIAGE 


re sensitive in nature and thus need to be explored gently during 


“these questions a - 4 
Come of : d neighbours and the responses written down in a narrative form) 


Was the woman happy with the most recent pregnancy?. 


If no, then 


a) Was there any attempt to end the pregnancy? 
b) Whether abortion services were sought ? 
c) What problems did she encounter when seeking abortion services? 


Did she die while abortion procedure was being conducted? 


a) Yes 
b) No 
c) Don't know 


In which month of pregnancy were abortion services sought? (Convert into weeks) 
What method was used for abortion? 


a) Oral medicine 

b) Traditional vaginal herbal application 
c) By using medical instruments 

d) Any other method (specify) 

e) Don't know 


Where was the abortion done? 


a) Home 

b) Government hospital (specify) 
¢) Private hospitai/clinic (specify) 
d) Any other (specify) 

€) Don't know 


Who performed the abortion? 
a) Doctor 

b) AYUSH practitioner 

c) Nurse 

d) Informal practitioner 

e) Dai 


f) Any other (specify) 


Did the woman have any problems during or after the abortion? 


a) Yes 
b) No 
c) Don't know 
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9. If yes, what was the problem? 


a) Fever 

b) Bleeding 

c) Abdominal pain 

d) Foul smelling discharge 
e) Any other (specify) 


10. Did she seek any care for the same? 


a) Yes (specify where) 
b) No 


11. Ifno, what was the reason 


Severity of complications not known Distance of health facility 
Lack of money Lack of transport 
No attender available Provider behaviour 
Beliefs and customs Others (specify) 


12. a)  Ifyes, how much time elapsed between the time the problem was perceived by the 
woman/her family till it was decided to seek care for the same? 


b) If there was any delay in this, what was the reason? 
1. Understanding the severity of the problem 
ii. Mobilizing funds 
iii. Arranging transportation 
iv. Others (specify) 
13. a) Where did she seek healthcare? Mention all the places from where health care was sought 


b) Did she get the treatment? Give details for all places approached. 


c) Who provided it? Give details for all places approached. 


ing labour, during caesa 
Use this format for deaths that took place during , 
birth of the baby. For deaths that took place after the baby was born, use the form for deaths in 


a) 
b) 


Did the woman go to any facility at the onset of labour pains? 


If yes, 


DEATHS DURING THE INTRANATAL PERIOD 


the postnatal period 


In which month of pregnancy did the woman start labour pains? 


Yes / No 


Specify the name and type of facility where care was sought? 
Who attended to the woman during labour? 


i. | Family member 


ii. Dai 

iii. Informal practitioner 
iv. ANM 

v. Nurse 

vi. Doctor 


vii. Any other (specify) 


4. Was there any problem during labour? 


a) 


b) 


Yes 


i. Prolonged labour (Primi >12 hrs, Subsequent deliveries >8 hrs) 
ii. Labour pains which disappeared suddenly 

iii. Excessive bleeding 

iv. Need for caesarean 

v. Fits 

vi. Breathlessness 

vii. Unconsciousness 

viii. Others (specify) 


No 


5. If the woman was at home when the problem began, 


a) 


b) 


Did she seek care for the above mentioned problems? 
1. Yes (specify where, who provided the care and what treatment was provided-) 
it. No 


If no, what was the reason? 
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rean section and before the 


Severity of complications not known Distance of health facili 
alth facility 


Lack of mone 
| = Noatttender available = attende 
r available Fear of provider behaviour 
Beliefs and customs Others (specify) 
ecify 


c) | How much time elapsed between the onset of the problem and deciding to seek care? 


d)  Ifthere was any delay in deciding to seek care, what was the reason? 


1. Understanding the severity of the problem 
ii. Mobilizing funds 

iii. Arranging transportation 

iv. Others (specify) 


e) If the woman sought care for the problem 


1. Where was the treatment sought? 
ii. | Was she given any treatment there? 


1. Yes (specify details - type of treatment, who provided, any delay) 
Z No 
6. If the woman was in a facility when the problem began 


a) Who detected the problem? 


1. Family member 
ii. Dai 
ili. Nurse 


iv. Doctor 


b) Wasany treatment provided for the problem? Ifyes, give details - what was the treatment? W h o 
provided it? 


c) Wasthere any delay in providing treatmentat the facility? 


d) Were the family members explained about the condition of the women, treatment provided and 


were the give any medical document? 
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DEATHS DURING THE POSTPARTUM PERIOD 


Use this format for deaths that have occurred after the birth of the baby 


Place of delivery 


a) Sub health centre / PHC 

b) CHC/ Sub district hospital 

c) District hospital 

d) Medical college hospital 

e) Private sector 

f) |NGO/ charity hospital 

g) In transit (during travel/referral to institution) 
h) Home 

i) Any other 


Who conducted the delivery? 


a) Family member 


b) Dai 

c) ANM 
d) Nurse 
e) Doctor 


f) Informal Practitioner 
g) Any other (specify) 


How many months pregnant was the woman when delivery took place? (mention months/weeks and 
also whether preterm, also mention the date of delivery) 


How many hours/days after delivery did death occur? 
Type of delivery 


a) Normal 


b) Assisted deliver through Instruments (forceps) 
¢) Caesarean 


Outcome of delivery 
a) Live birth (Also mention if the baby is alive now?) 


b) soealToarth (A stillbirth is when the baby is born dead. A fresh stillbirth is when the baby died 
ee fabour and looks like a normal infant. A macerated stillbirth is when the baby has been 
dead inside the uterus before the onset of labour - here the baby looks swollen, with peeling skin) 


i. Fresh 


iit. Macerated 
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If delivered in institution, how long did she stay in the institution after delivery? 


a) <12 hours 
b) 12-24hours 
c) 24-48 hours 
d) >48 hours 


8.  Ifnot stayed up to 48 hours, then what were the reasons? 


9. PNC received (before filling this question, check whether it is applicable to the deceased woman 
based on her time of death) 


ee 
i a 
a CC 
a anes 
ae es 


10. Did the woman have any problems during the postpartum period? 


Excessive bleeding Sudden chest pain 


Foul smelling discharge Pain and swelling in the breast 


Unconsciousness Abnormal behaviour 


a) Ifyes, who detected the problem? 


Family member Nurse 


informal practioner 


b) Did the woman seek care for the problem Yes/ No 


If the woman sought care for the problem, 


1. How much time was spent in taking the decision to seek care? In case of delay, reasons for 


the same 
ii. | Whoprovided the treatment? 


iii. What wasthe treatment? 
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If no, what were the reasons? 


C) 


Distance of health facility 


d) Was there any delay in providing treatment at the facility? 


e) | Werethe family members explained about the condition of the women, treatment provided 


and were they given any medical documents? 
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RIGHTS SECTION 


Quality, dignity 
@ Wereyouhappy with the way the woman wastreated? 
@ Didyou face any discrimination, abuse, violence or anything which made you uncomfortable? 
. so haere privacy and dignity? (Covering up the body, preventing men or 
Grievances 
@ Suppose you had any grievance, question or complaint, did you know whom to approach or how 
to register the grievance? Was there a notice or a toll-free number displayed, ora help-desk? 
@ = (Ifthere had been an attempt to make a complaint/seek redressal for a grievance) Did anyone try 
to put any pressure on you to change the grievance or complaint? 
@ Didanyone give youany compensation? Apology? 
@  Incaseofthe death inthe hospital, were you told about the cause of death, how was it explained? 
@ Didyougetadeath certificate, apost-mortem etc? 
@  Wasthere any support to take the body home? 
Corruption 


@ Did you have to make any informal payment at any point of time to receive any 


services/benefits? If yes, specify details 
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(Some of these questions are sensitive in nature and thus need to be explored gently 


with the family and neighbours andth 
¥ 


2. 


Rights of the woman in the family 

during conversations 
e responses written downina narrative form) 

Position of woman in the family (Eg. Daughter, Daughter in law, Eldest, Youngest) 


What was her daily routine? (Probe for the work she used to do before/ during/after delivery including 


household work and wage work?) 


Number of hours she use to sleep everyday (including during the day and night) 
Any history of alcohol or substance abuse in the woman? If yes, specify details. 
Any history of alcohol or substance abuse by her husband? 


History of violence 


a) Any history of violence by husband/in laws? 
b) Any history of violence by persons outside the family? 


Any history /of disability in the woman? If yes, specify details. 


HEALTH FACILITY VISIT 


Checklist of what to look for ina health facility 


@ Presence ofa help-desk, notice board, toll free number displayed? 

Mortuary van? 

Doctors on duty - list? Nurses on duty - list with contact numbers? 

Areall records regarding the treatment of the woman available to the family on request? 
Was the doctor on duty when the woman died? 

Where did the woman die, who was attending at that time? Who was handling the birth? 


Whatis the condition of the labour room, how many beds, how many women usually come? 


* © © © © @© @ 


Does the Labour Room clearly display charts/instructions about what to do if something goes 
wrong? Protocols for managing complications? 


@ Health workers’ rights - their workload, duty hours, their level of recent training and 
supervision? 


ee ee ae 


DETAILS FROM COMMUNITY LEVEL DISCUSSIONS 


Issues to be explored in community level discussions 


@ Sociocultural practices 
@ Discrimination 


@ Geography related exclusion from health services 


@ HIV, disability related exclusion 


Availability of health facilities, services and transport 


: 


2. 


Is there a Traditional Birth Attendant in the community? 

ICDS 

a) Distance of nearest ICDS centre from home 

b) Services provided at the ICDS centre - health education, nutrition. For all castes/hamlets? 
Subcentre 

a) Nameand location ofnearest sub health centre, Distance of sub health centre from home 

b) Isitaccessibleatall times ofthe year and all weather? 

How frequently does the ANM visit the village? Are all caste/hamlets visited equally? 

Public health facility 


a) Name and location of nearest government health facility. Specify whether it is PHC, CHC, DH 
etc. 


b) Distance ofthis health facility from home 
c)  Isitaccessibleatall times of the year and all weather? 
Are there any private providers of health services in the community? 


a) Yes 
1. Formally qualified 
ii. Informal 


b) No 
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Emergency Obstetric Care 


a) 


b) 


BemOC 


il. 


iil. 


oviding BasicEmergency Obstetric Care 


Name and location of the nearest government pr | : 
s with ability to recognize and provide 


Services (this includes normal delivery service 


initial management for complcations and refer) 


Distance of above facility from home 


Is itaccessible at all times of the year and all weather? 


CEmOC 


il. 


iil. 


iv. 


Name and location of the nearest government providing Comprehensive Emergency 
Obstetric Care Services (this includes ability to do caesarean section including presence 
of obstetrician surgeon, anestherist and operation theatre and ability to do blood 


transfusion) 

Whether Obstetrician/ Anaesthetist is available in the above health facility 
1. Obstetrician 

2.  Anaesthetist 

Distance of above facility from home 


Is it accessible at all times of the year and all weather? 


Ambulance 


a) 


b) 
c) 


Has anyone in the community used any ambulance service (108 or other state specific service) in 
the last one year? 


Distance to nearest ambulance pick up point 


Distance to nearest motorable road 
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ANALYSIS OF GAPS LEADING TO MATERNAL DEATH AND RECOMMENDATIONS 


issues 
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About CommonHealth 


CommondHealth (Coalition for Maternal Neonatal Health and Safe Abortion) is a multi 
state coalition of organizations and individuals. 


VISION 


Se eae 
CommonHealth's vision is to create “a society that ensures maternal-neonatal health 


care and safe abortion for all women, especially from the marginalized communities of 
India”. 


MISSION 

Its mission is to “raise visibility of the unacceptably high mortality and morbidity among 
mothers and newborns and the lack of access to safe abortion, especially among the 
disadvantaged”. 


About Jan Swasthya Abhiyan 


Jan Swasthya Abhiyan is the Indian circle of the People's Health Movement, a 
worldwide network of people's organisations, civil society organisations, NGOs, social 
activists, health professionals, academics and researchers working to establish health 
and equitable development as top priorities through comprehensive primary health 
care andactiononthe social determinants of health. 


The Jan Swasthya Abhiyan network consists of over 20 networks and 1000 organisations 
as wellas alarge number of individuals that endorse the Indian People's Health Charter 
(2000) a consensus document that arose out of the First National Health Assembly held 
in December 2000 when concerned networks, organisations and individuals met to 
discuss the Health for All challenge. 


VISION of PHM ve 

"Equity, ecologically-sustainable development and peace are at the heart of our vision 
of a better world - a world in which a healthy life for allis a reality; a world that respects, 
appreciates and celebrates all life and diversity; a world that enables the hassle: of 
people's talents and abilities to enrich each other; a world in which people's voices 


guide the decisions that shape our lives..." 
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